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Definitions  and  Acronyms 


APHA  :  The  American  Public  Health  Association  is  the  oldest  and  largest  organization  of  public 
health  professionals  in  the  world,  concerned  with  a  broad  set  of  issues  affecting  personal  and 
environmental  health. 

ASTHO:  Association  of  State  and  Territorial  Health  Officials.  The  mission  of  this  organization 
is  to  "provide  unique,  state-based  expertise  and  leadership  for  public  health  policy  and  practice." 

BT:  Bioterrorism  can  be  described  as  the  use,  or  threatened  use,  of  biological  agents  that  cause 
harm  to  a  particular  population.  Bioterrorism  is  a  way  of  intimidating  specific  populations  for 
religious,  political,  ideological,  financial,  or  personal  purposes. 

CDC:  The  federal  Centers  for  Disease  Control  and  Prevention  is  the  quintessential  leader  of 
public  health  in  the  nation,  providing  up-to-date  information  on  public  health  issues  such  as 
SARS,  West  Nile  Virus,  Hantavirus,  chronic  and  infectious  diseases,  environmental  health  and 
emergency  preparedness  information. 

CHC:  Community  Health  Centers  are  private,  nonprofit,  consumer-directed  health  care 
corporations  that  receive  a  federal  grant  under  the  U.S.  Public  Health  Service.  President  Bush  has 
set  a  goal  to  more  than  double  the  existing  1029  CHCs  in  the  nation  within  the  next  five  years. 

Core  Functions:  There  are  three  basic  roles  for  public  health.  As  identified  in  the  Institute  of 
Medicine's  landmark  report  The  Future  of  Public  Health,  these  basic  roles  or  core  functions  are 
assessment,  policy  development,  and  assurance. 

DEQ:  The  Montana  Department  of  Environmental  Quality  is  responsible  for  assuring  clean  air, 
water,  and  ground  conditions  for  residents  in  the  state  of  Montana. 

DPHHS:  The  Montana  Department  of  Public  Health  and  Human  Services  is  the  largest  Montana 
department  and  is  composed  of  eleven  major  divisions:  Child  and  Family  Services;  Child  Support 
Enforcement;  Disability  Services;  Public  Health  and  Safety;  Addictive  and  Mental  Disorders; 
Child  and  Adult  Health;  Fiscal  Services;  Human  and  Community  Services;  Operations  and 
Technology;  Quality  Assurance;  and  Senior  and  Long-term  Care. 

Emergency  Preparedness:  A  process  of  learning  about  potential  threats  so  that  individuals  and 
communities  are  better  prepared  to  react  in  the  event  of  a  natural  disaster,  bioterrorist  attack,  or 
other  terrorist  attacks. 

Essential  Services:  The  Ten  Essential  Services  articulate:  1)  the  mission  of  public  health;  2)  what 
public  health  seeks  to  accomplish  in  providing  essential  services  to  the  public;  and  3)  how  it 
carries  out  these  basic  public  responsibilities.  See  Appendix  B  for  more  information. 

FQHC:  Federally  Qualified  Health  Centers  that  meet  rigorous  federal  standards  related  to 
quality  and  cost  of  care.  These  centers  are  qualified  to  receive  reimbursement  under  Medicaid 
and  Medicare  law  that  is  based  on  the  cost  of  providing  care. 
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Health  Alert  Network:  A  system  that  utilizes  high-speed  Internet  access  and  e-mail  to  transmit 

public  health  messages  to  health  professionals,  health  care  providers  and  emergency  response 

personnel. 

Health  Director:  The  manager  or  administrator  of  a  local  health  department. 

Health  Officer:  According  to  Montana  statute,  the  Health  Officer  is  a  physician  or  a  person  with 
a  master's  degree  in  public  health  (or  the  equivalent)  who  has  specific  authority  and  responsibility 
related  to  protecting  the  public's  health. 

HIPAA:  The  Health  Insurance  Portability  and  Accountability  Act  (HIPAA)  was  passed  in  1996. 
Aside  from  its  self-evident  purpose  of  making  health  insurance  portable  from  one  employer  to 
another,  HIPAA  endeavors  to  simplify  the  burden  of  healthcare  administration  by  standardizing 
many  business  functions,  and  to  protect  the  privacy  of  individually  identifiable  health 
information. 

LEPC:  A  Local  Emergency  Planning  Committee  that  plans  for  the  management  of  emergencies 
and  reviews  events  to  improve  emergency  plans  and  performance. 

Local  Boards  of  Health:  The  governing  structure  for  local  health  departments/districts.  Boards 
establish  the  policy  framework  for  the  agency,  adopt  local  ordinances,  and  approve  budgets. 

MACO:  Montana  Association  of  Counties 

MAPP:  The  Mobilizing  for  Action  through  Planning  and  Partnerships  is  a  strategic  approach  to 
community  health  improvement  developed  through  a  cooperative  agreement  between  NACCHO 
and  CDC.  Public  health  leaders  facilitate  the  process  to  help  their  communities  prioritize  public 
health  issues  and  identify  resources  for  addressing  them. 

MCA:  Montana  Codes  Annotated.  The  statutory  authorities  and  responsibilities  of  local  boards 
of  health  are  outlined  in  Title  50,  Chapter  2  of  the  Codes. 

MMA:  Montana  Medical  Association 

MNA:    Montana  Nurses  Association 

MPHA:  Montana  Public  Health  Association 

MTPHL:  Montana  Public  Health  Laboratory.  A  portion  of  the  laboratory  has  recently  been 
upgraded  to  a  bio-safety  level  3  facility. 

NACCHO:  The  National  Association  of  County  and  City  Health  Officials  provides  leadership 
on  emerging  public  health  issues  and  relays  vital  information  to  local  public  health  departments. 
The  association  also  serves  as  a  national  voice  for  local  public  health. 

NALBOH:  The  National  Association  of  Local  Boards  of  Health  provides  a  national  voice  for  the 
concerns  of  local  boards  of  health  and  helps  board  members  acquire  the  knowledge,  skills  and 
abilities  to  effectively  protect  and  promote  public  health  in  their  communities. 

NNPHI:  The  National  Network  of  Public  Health  Institutes  fosters  the  development  of  public 
health  institutes  and  strengthens  the  public  health  infrastructure  in  the  United  States. 
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NPHPSP:  National  Public  Health  Performance  Standards  Program.  Under  this  program, 
measurable  performance  standards  have  been  developed  for  state  health  departments,  local  health 
departments  and  local  boards  of  health.  The  local  governance  assessment  instrument  is  designed 
specifically  for  local  boards  of  health  to  promote  quality  improvement  and  to  support  the  delivery 
of  public  health  services  in  their  jurisdiction. 

OPHSI:  The  Office  of  Public  Health  System  Improvement  is  located  in  the  Public  Health  and 
Safety  Division  of  the  Department  of  Public  Health  and  Human  Services  and  is  the  single, 
division-wide  focal  point  for  public  health  system  improvement  and  coordination  in  Montana. 

PHF:  The  Public  Health  Foundation  is  a  national,  nonprofit  organization  dedicated  to  achieving 
healthy  communities  through  research,  training,  and  technical  assistance.  The  Foundation  assists 
health  agencies  and  other  community  health  system  organizations  by  providing  objective 
information  in  areas  such  as  health  improvement  planning,  understanding  and  using  data,  and 
improving  performance. 

Public  Health  Nurse:  A  nursing  professional  who  promotes  and  protects  the  health  of 
populations  using  knowledge  from  nursing,  social,  and  public  health  sciences. 

SALBOH:  State  Association  of  Local  Boards  of  Health.  Eleven  states  in  the  nation  are  listed 
with  NALBOH  as  having  a  state  association  of  local  boards  of  health.  These  states  are:  Georgia, 
Idaho,  Illinois,  Massachusetts,  Michigan,  Nebraska,  New  Jersey,  North  Carolina,  Ohio,  Utah  and 
Wisconsin. 

Sanitarian:  An  environmental  health  worker  who  promotes  and  protects  the  health  of  the 
population  through  the  study,  control,  and  eradication  of  environmental  hazards. 
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Summary 


More  than  300  volunteers  serve  on  local  boards  of  health  within  the  state  of  Montana.  In 
keeping  with  the  purpose  of  public  health,  these  volunteers  give  their  time  and  energy  to: 

♦  Prevent  epidemics  and  the  spread  of  disease 

♦  Protect  against  environmental  hazards 

♦  Prevent  injuries 

♦  Promote  and  encourage  healthy  behaviors  and  mental  health 
*t*  Respond  to  disasters  and  assist  communities  in  recovery 

♦♦♦    Assure  the  quality  and  accessibility  of  health  services1 

The  events  of  September  11,  2001  shifted  the  entire  public  health  and  emergency 
response  agenda  with  an  emphasis  on  building  competencies  for  all  public  health  workers  and 
establishing  standards  of  performance.  Local  boards  of  health  have  rarely  been  at  the  forefront  of 
this  movement  and,  in  most  cases,  are  wondering  exactly  what  their  roles  and  responsibilities  are 
within  this  transition. 

The  National  Association  of  Local  Boards  of  Health  (NALBOH)  is  helping  to  guide  that 
process  and  is  "committed  to  providing  local  boards  of  health  with  the  education,  training  and 
materials  necessary  for  boards  of  health  to  assure  the  health  of  their  community,"2  NALBOH 
hosts  an  annual  conference  and  lecture  series  and  provides  members  with:  a  quarterly  newsletter, 
access  to  a  library  of  publications  pertinent  to  local  boards,  training,  and  technical  assistance. 
The  organization  has  partnered  with  the  Centers  for  Disease  Control  and  Prevention  (CDC)  to 
develop  the  Local  Public  Health  Governance  Assessment  Instrument,  as  part  of  the  National 
Public  Health  Performance  Standards  Program. 

Eleven  states  are  connected  with  NALBOH  through  statewide  associations  of  local 
boards  of  health.  Those  states  offer  a  variety  of  organizational  approaches,  orientation,  training, 
services,  and  support  for  local  boards  of  health  as  detailed  in  the  Training  Local  Boards  in  Other 
States  section  of  this  report.  Some  states  work  closely  with  their  state  university  system  to 
develop  and  deliver  training;  some  use  state  staff.  Most  rely  heavily  on  local  health  directors  to 
perform  this  task. 

Montana  boards  of  health  vary  considerably  in  size,  amount  of  time  spent  in  meetings, 
and  the  way  they  are  oriented  or  trained  to  carry  out  their  responsibilities.  Larger  health 
departments  tend  to  have  more  resources  to  help  board  of  health  members  grapple  with  many 
complex  issues.  The  smallest  health  departments  in  the  state  do  not  offer  full  services  and  the 
boards  operate  accordingly. 

Conclusions  based  on  interviews  with  selected  national  organization  staff,  state 
association  directors,  Montana  health  directors  and  board  of  health  members  led  to  seven 
recommendations  as  listed  on  the  following  page. 


i 


2 


Centers  for  Disease  Control  purpose  statement.  For  additional  information,  see  Appendix  B:  The  Ten 
Essential  Services  of  Public  Health. 

For  a  complete  listing  of  NALBOH  services,  check  their  website  at  www. nalboh.org  or  their  Resource 
Order  Form  in  Appendix  A. 
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Recommendation  #1 

a)  Consider  the  possibilities. 

b)  Work  closely  with  CDC  to  clearly  delineate  the  pros  and  cons  of  Montana's  current  system  versus  a 
regional  system. 

c)  Learn  more  about  the  successes  and  problems  of  public  health  regions  in  Idaho  and  Nebraska. 

d)  Develop  a  proposal  for  Public  Health  Improvement  Task  Force  review. 

Recommendation  #2 

Develop  a  standard  orientation  guide  at  the  state  level,  in  concert  with  local  health  directors  and  board  of 
health  volunteers.  Include  information  regarding  the  mission,  purpose  and  function  of  public  health,  the  ten 
essential  services  of  a  public  health  system,  and  a  copy  of  the  most  recent  statutes  pertaining  to  the 
governance  of  public  health.  Provide  technical  assistance  to  local  health  directors  to  develop  additional 
orientation  materials  specific  to  their  locale. 

Recommendation  #3 

Keep  board  members  informed  through  regular  one-page  updates  disseminated  from  DPHHS.  This  would 
require  a  statewide  registry  of  local  board  members  complete  with  name,  mailing  address,  phone  number, 
fax  number  and  email  address.  Send  information  electronically  whenever  possible  and  determine  a  back-up 
approach  for  those  people  who  do  not  have  internet/email  access.  Keep  the  listing  current  through  regular 
updates  by  local  health  directors. 

Recommendation  #4 

Develop  a  page  on  the  Montana  Public  Health  Institute  website  for  local  board  members.  This  would 
demonstrate  recognition  of  their  important  role  in  the  public  health  system  and  would  provide  linkages  to 
more  in-depth  information  and  analyses. 

Recommendation  #5 

a)  Contact  SALBOH  directors  in  Nebraska,  North  Carolina  and  Wisconsin  to  determine  the  success 
and/or  pitfalls  of  their  approaches  to  on-site  education  and  training. 

b)  Consider  using  videoconferencing  technology  to  deliver  regular  educational  and  training  modules. 
Expand  the  use  of  this  technology  beyond  "talking  heads."  Provide  the  training  to  three  or  four  sites  at 
a  time  to  allow  participants  interaction  with  other  boards. 

c)  Consider  contracting  with  the  university  system  to  develop  the  curriculum  and  provide  the  training. 

Recommendation  #6 

a)  Assure  that  all  health  directors  and  chairs  of  local  boards  of  health  receive  a  copy  of  the  Local 
Governance  Assessment  Instrument. 

b)  Consider  a  train-the-trainer  workshop  for  health  directors  and/or  board  chairs  to  inspire  interest  and 
involvement  in  the  project. 

c)  Encourage  voluntary  commitments  of  boards  to  complete  the  assessment  within  a  specific  time  frame. 

d)  Provide  technical  assistance  for  local  boards  in  developing  and  executing  a  plan  to  respond  to  the  CDC 
feedback  (after  the  data  is  entered  and  scored). 

Recommendation  #7 

a)  Identify  the  purpose,  goals  and  objectives  of  training  current  or  potential  health  board  members  such  as 
county  commissioners,  doctors,  nurses,  veterinarians,  and  sanitarians  within  the  context  of  their 
professional  group.  Consider  beginning,  intermediate,  and  advanced  level  workshops,  depending  on 
the  audience. 

b)  Plan  ahead.  Develop  training  modules  that  can  be  presented  at  the  fall  2004  or  spring  2005  annual 
meetings  of  MPHA,  MACO,  MMA,  and/or  MNA.  Consider  presenters  who  are  respected  members  of 
the  particular  association  and  have  broad-based  knowledge  of  public  health. 
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Introduction 


As  the  public  health  governance  entity  on  the  local  level,  boards  of  health  are 
accountable  for  delivery  of  the  ten  essential  services  of  public  health.  To  determine  how  to  assist 
board  members  in  fulfilling  the  increasing  demands  of  their  positions,  the  Montana  Office  of 
Public  Health  System  Improvement  contracted  the  services  of  an  independent  agent  to  gather 
information  from  national  organizations,  other  states,  local  health  departments  within  Montana, 
and  individual  board  members  within  the  state.  Certain  trends  have  been  noted  as  well  as  shared 
perspectives  from  different  respondents  and  conclusions  and  recommendations  have  been 
formulated. 

The  National  Association  of  Local  Boards  of  Health  (NALBOH)  was  the  starting  point 
for  discovering  how  other  states  are:  1)  organizing  local  boards;  2)  providing  orientation,  ongoing 
training,  and  information  to  board  members;  and  3)  evaluating  progress.  NALBOH  currently  lists 
3200  local  boards  of  health  in  the  nation  and  1 1  affiliate  state  associations  of  local  boards  of 
health  (SALBOHs)  located  in  Georgia,  Idaho,  Illinois,  Massachusetts,  Michigan,  Nebraska,  New 
Jersey,  North  Carolina,  Ohio,  Utah,  and  Wisconsin. 

Eight  SALBOH  executive  directors  (Georgia,  Idaho,  Michigan,  Nebraska,  New  Jersey, 
North  Carolina,  Utah,  and  Wisconsin)  were  interviewed  by  phone.  Massachusetts 's  information 
was  taken  from  their  web  site  and  Ohio  responded  by  e-mail.  The  executive  director  of  the 
Kansas  Association  of  Local  Health  Departments  and  the  Administrator  of  the  Washington  State 
Association  of  Local  Health  Officials  were  also  interviewed,  bringing  the  number  of  interviewed 
states  to  ten. 

A  total  of  nine  local  health  departments  in  Montana  were  chosen  for  inclusion  in  the 
research  based  on  their  location  and  size  of  population.  Lewis  and  Clark  City-County  Health 
Department  and  Yellowstone  City-County  Health  Department  represent  the  largest  health 
departments  in  the  state  with  populations  of  20,000  or  more.  Big  Horn  and  Park  County  Health 
Departments  represent  medium-sized  health  departments  that  serve  populations  of  10,000  to 
20,000.  Beaverhead,  Richland,  and  Teton  Counties  represent  small  health  departments  that  serve 
populations  of  5,000  to  10,000.  The  smallest  counties  in  Montana  (those  with  a  service  area  of 
less  than  5000  people)  were  represented  by  Sheridan  and  Sweet  Grass  Counties. 

Through  conversations  with  the  public  health  contact  person  in  each  of  the  above-listed 
counties,  information  was  gathered  regarding  the  size  of  the  local  board,  term  of  service, 
background  of  members,  meeting  schedule,  orientation  and  training  of  members,  how  often  the 
board  meets,  and  a  perspective  of  what  is  needed.  Public  health  contacts  were  also  requested  to 
name  at  least  one  board  member  who  might  be  willing  to  be  interviewed. 

Interviews  with  individual  board  members  followed  the  same  process  that  was  used 
with  the  public  health  contact  person,  excluding  information  regarding  size  and  structure.  The 
focus  was  on  board  member  perspectives  regarding  training  that  had  been  beneficial;  training 
needed;  desired  information;  and  how  to  assess  needs  and  progress  in  a  more  formal  way. 
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Background 

The  Local  Boards  of  Health  in  Montana  project  fits  into  the  larger  national  and  state 
commitment  to  strengthen  the  public  health  infrastructure. 

Sixteen  years  ago  (January  1,  1988),  the  Institute  of  Medicine  (IOM)  published  a 
landmark  report  on  The  Future  of  Public  Health,3  emphasizing  that  the  state  of  the  national 
public  health  system  was  in  serious  disarray.  The  Centers  for  Disease  Control  and  Prevention 
concurred  with  that  report,  stating  that: 

The  nation's  state  and  local  public  health  systems  are  not  adequately  prepared  for  rapidly 
evolving  health  threats. 

Only  one-third  of  the  U.S.  population  is  effectively  served  by  public  health  agencies  (as 
documented  by  independent  studies). 

Application  of  national  performance  standards  for  state  and  local-level  public  health  systems 
are  needed  to  assure  that  all  Americans  are  effectively  protected  and  served  by  public  health. 

In  November  of  2002,  the  Institute  of  Medicine  published  a  second  report  entitled  The 
Future  of  Public  Health  in  the  21s'  Century4  The  report  embraced  the  vision  of  Healthy  People 
2010  (healthy  people  in  healthy  communities)  with  a  focus  on  the  public  health  infrastructure. 
Strong  partnerships  between  the  state  and  local  health  departments  as  well  as  partnerships 
between  the  formal  public  health  system  and  the  broader  community  were  encouraged.  Potential 
partners  in  the  process  include  public  agencies,  nonprofit  organizations,  and  private  businesses 
that  provide  healthcare,  public  safety,  environmental  protection,  human  services,  and  education. 

In  keeping  with  the  national  directives,  Montana's  Public  Health  Improvement  Plan  was 
adopted  by  the  Legislature  in  1995.  Two  years  later,  Montana  received  a  Turning  Point  Initiative 
Grant  from  the  Robert  Wood  Johnson  and  W.  K.  Kellogg  Foundations.  The  grant  made  it  possible 
to  build  upon  the  solid  base  that  had  already  been  created  and  to  move  the  process  forward  by: 

Promoting  local  partnerships; 

Developing  and  implementing  the  Montana  Public  Health  Training  Institute; 

Facilitating  communication  among  public  health  system  partners; 

Developing  a  performance  management  system  for  quality  improvement  and  system 
accountability;  and 

Developing  a  Strategic  Plan  for  Public  Health  System  Improvement  in  Montana.  The 
strategic  plan  provides  the  road  map  to:  1)  improve  quality  of  services  and  system 
accountability;  2)  provide  an  integrated,  coordinated  and  sustainable  public  health  system  in 
Montana;  3)  enhance  workforce  skills;  4)  educate  the  public;  and  5)  maximize  resources. 


3 


4 


The  Institute  of  Medicine  (IOM)  was  chartered  in  1970  as  a  component  of  the  National  Academy  of 

Sciences.  All  Institute  reports  can  be  downloaded  from  their  website  at  www,  iom.edu 

Ibid. 
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Assessment 


The  National  Public  Health  Performance  Standards  Program  (NPHPSP)  is  a  collaboration 
of  seven  national  partners  to  develop  national  performance  standards  for  State  and  local  public 
health  systems  that  will  enhance  the  Nation 's  public  health  systems.  The  seven  partnering 
organizations  include: 

Centers  for  Disease  Control  and  Prevention  Public  Health  Practice  Program  Office 

(CDC/PHPPO) 

American  Public  Health  Association  (APHA) 

Association  of  State  and  Territorial  Health  Officials  (ASTHO) 

National  Association  of  County  and  City  Health  Officials  (NACCHO) 

National  Association  of  Local  Boards  of  Health  (NALBOH) 

National  Network  of  Public  Health  Institutes  (NNPHI) 

Public  Health  Foundation  (PHF)5 

The  Performance  Standards  are  based  upon  four  key  concepts: 

The  Ten  Essential  Public  Health  Services  must  guide  the  full  gamut  of  public  health  action  at 
the  state  and  community  levels. 

All  contributions  to  the  public  health  system  must  be  recognized  (including  all  public,  private, 
and  voluntary  entities  that  contribute  to  public  health  activities  within  a  given  area). 

Descriptions  of  optimum  levels  of  performance  guide  continuous  quality  improvement. 

The  assessment  process,  designed  by  the  seven  national  partners,  is  the  best  method  for 
learning  about  public  health  activities  throughout  the  system  and  determining  how  to  make 
improvements.6  Assessment  instruments  include: 

1 .  The  State  Public  Health  System  Assessment  Instrument 

2.  The  Local  Public  Health  System  Assessment  Instrument 

3.  The  Local  Public  Health  Governance  Assessment  Instrument 

The  Local  Public  Health  Governance  Assessment  Instrument,  developed  by  NALBOH 
and  CDC  was  designed  to:  1)  determine  whether  local  boards  are  knowledgeable  about  their 
mission;  and  2)  increase  their  knowledge/awareness  about  the  ten  Essential  Public  Health 
Services  and  their  specific  responsibilities.  The  instrument  was  reviewed  and  tested  in  Minnesota 
and  Mississippi  with  revisions  made  after  those  tests  were  completed.  Best  practices  will  be 
developed  when  nationwide  assessment  results  are  compiled.  The  Local  Public  Health 
Governance  Assessment  Instrument  allows  governing  bodies  to  evaluate  themselves,  to  plan 
strategically,  and  to  compare  their  efforts  with  other  governing  bodies  of  similar  size  and 
geographic  representation. 


Information  regarding  the  National  Public  Health  Performance  Standards  Program  can  be  found  on  the 
Internet  at  www  phppo.cdc.gov  nphpsp  index 

6  Ibid. 

7  Ibid.,  page  4  of  NPHPSP  -  Frequently  Asked  Questions 
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Progress  to  dcite 

According  to  Jay  MacNeal,  NALBOH  Project  Director  for  Public  Health  Preparedness, 
there  are  3200  local  boards  of  health  in  the  nation.  Copies  of  the  Local  Public  Health  Governance 
Assessment  Instrument  were  sent  to  all  3200  boards  of  record  during  the  month  of  October  2003. 
Depending  on  the  addresses  on  file  with  NALBOH,  assessments  were  mailed  to  health 
departments,  the  president  of  the  local  boards,  or  the  health  officer. 

As  of  early  October  2003,  only  one  local  board  of  health  in  the  nation  had  completed  an 
assessment  using  the  Local  Public  Health  Governance  Assessment  Instrument.  That  figure 
promises  to  change  rapidly  because  New  Jersey  state  law  requires  all  566  local  boards  of  health  to 
complete  the  governance  assessment  by  February  of  2004.  NALBOH  is  working  with  the  New 
Jersey  Health  Department  to  contact  and  train  local  boards  to  assure  compliance  with  the  law. 
New  Jersey  has  also  contracted  the  services  of  Rutgers  University  to  develop  a  resource  manual 
and  guide  for  local  health  departments  (toolkit),  facilitate  the  assessment  process,  enter  the  data 
into  the  CDC  on-line  reporting  system,  review  statewide  results,  and  make  recommendations  for 
improvement.8 

Time  involved 

NALBOH  encourages  local  boards  of  health  to  complete  the  assessment  instrument  as  a 
group  with  the  local  health  director  participating  in  the  process.  Completion  time  is  estimated  to 
take  six  hours,  including  one  hour  for  entering  data  into  the  CDC  online  system.  Completion  of 
the  assessment  can  be  managed  to  fit  the  needs  of  the  particular  board.  According  to  NALBOH, 
one  local  board  has  elected  to  work  on  one  section  of  the  assessment  at  each  monthly  meeting  for 
the  next  ten  months.  Other  boards  are  electing  to  spend  an  entire  day  on  the  assessment,  or  to 
complete  it  in  two  to  three-hour  blocks  within  a  period  of  a  few  weeks.  Once  the  data  is  entered 
online,  scores  are  tallied  by  CDC  and  returned  to  the  board  in  approximately  72  hours. 

Assessment  costs 

Assessment  costs  can  be  covered  under  Focus  Area  A  of  the  Emergency  Preparedness 
and  Bioterrorism  state  grant  to  include  technical  assistance  and  training.  NALBOH  will  support 
the  process  by  sending  one  or  two  trainers  to  a  state  for  up  to  three  days.  Training  can  be 
delivered  as  train-the-trainer  presentations  or  district  trainings  in  three  or  four  separate  sites. 


Interview  with  Paul  Roman,  President  of  the  New  Jersey  Local  Boards  of  Health  Association. 
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Training  Local  Boards:    Other  States 


Georgia  has  developed  an  intensive  training  model  for  local  board 
members.  Since  results  for  the  first  group  of  trainees  will  not  be 
available  until  next  September,  it  would  be  worthwhile  to  keep  in 
touch  with  the  Georgia  Public  Health  Institute  for  progress  reports  on 
this  exciting  project. 


Four  years  ago,  the  Georgia  Public  Health  Association  (GPHA)  became  the  umbrella 
organization  for  the  Georgia  Association  of  Local  Boards  of  Health  (GALBOH).  This  affiliation 
strengthened  the  governance  section  of  GPHA  with  1,113  local  volunteer  board  members  who 
can  lobby  and  advocate  for  change.  Each  county  board  of  health  can  join  GPHA  for  $50  per  year. 
Each  board  is  entitled  to  one  vote  at  GPHA.  Half  the  annual  board  dues  ($25)  are  earmarked  for 
the  governance  section;  the  other  half  goes  to  the  National  Association  of  Local  Boards  of  Health 
(NALBOH). 

There  are  159  counties  in  Georgia  and  each  county  is  required  by  state  law  to  have  a 
board  of  health  comprised  of  seven  members.  The  counties  are  merged  into  19  health  districts. 
Each  district  health  director  is  appointed  by  the  state  with  the  advice  and  consent  of  the  county 
boards  of  health.  One  of  the  duties  of  the  district  director  is  to  assure  that  all  county  board 
members  receive  appropriate  training.  In  most  multi-county  districts,  this  task  is  passed  on  to 
experienced  board  members  who  orient  the  new  members.  Until  recently,  there  has  been  no 
formal  orientation  or  ongoing  board  training. 

That  situation  changed  when  the  Georgia  Public  Health  Institute  received  a  grant  to  train 
160  of  the  1,113  local  board  members.  Within  three  months  after  the  grant  was  awarded,  an 
advisory  committee  had  developed  an  intensive  ten-hour  training  curriculum  that  was  introduced 
at  the  annual  GPHA  meeting  in  early  September  of  2003.  Forty  local  board  of  health  members 
participated  in  this  first  training  session  (only  one-quarter  of  the  estimated  number).  The  trainees 
will  meet  again  in  January  2004  for  a  full-day  of  advocacy  training  and  again  in  April  to  interact 
with  a  presenter/facilitator  from  the  Centers  for  Disease  Control  and  Prevention  (CDC).  Between 
training  sessions,  four  groups  of  ten  trainees  will  meet  with  a  mentor  once  a  month  by  conference 
call.  Each  group  chooses  a  project  to  work  on  throughout  the  year  and  will  report  on  final  project 
results  at  the  GPHA  annual  meeting  next  September.  At  that  time,  current  Institute  students  will 
be  presented  with  a  certificate  of  attendance  and  will  be  given  the  opportunity  to  act  as 
trainers/mentors  for  the  next  group  of  Institute  students. 


9  Interview  with  Margaret  Park,  Executive  Director  of  the  Georgia  Public  Health  Association. 
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3  da  he 


The  Idaho  Association  of  District  Boards  of  Health  has  managed  to 
identify  a  priority  legislative  message  each  year  that  has  helped  build 
or  maintain  public  health  priorities  in  the  state.  This  effort  relies  on 
maintaining  the  communication  network  that  includes  health 
directors,  board  members  and  legislators. 


As  a  neighboring  western  state,  Idaho  shares  many  of  Montana's  characteristics:  a 
large  land  mass  (about  half  the  size  of  Montana);  44  distinct  counties;  and  many  rural,  isolated 
communities.  The  state  is  divided  into  seven  health  districts  of  four  to  eight  counties.  Each 
district  is  governed  by  a  board  of  health  composed  of  seven  or  eight  members  who  are  appointed 
by  the  county  commissioners  from  that  district. 

The  Idaho  Association  of  District  Boards  of  Health  is  a  stand-alone  association 
governed  by  an  executive  committee  comprised  of  the  chairs  of  each  district  board  of  health.  The 
Association  meets  quarterly:  once  for  three  days  of  training  and  policy  development;  the  other 
three  times  by  conference  call.  The  major  task  of  the  executive  committee  is  to  monitor  public 
health  legislation  and  develop  one  priority  legislative  request  each  year.  The  seven  district  health 
directors  also  attend  each  of  these  meetings. 

Twice  yearly,  each  district  board  of  health  and  health  director  meets  with  local 
legislators  to  communicate  priority  messages  and  budget  requests  that  are  consistent  statewide. 
This  has  been  a  very  successful  strategy  for  Idaho,  as  exemplified  by  a  request  to  raise  the  food 
inspection  fee  two  years  ago.  This  request  resulted  in  legislative  action  to  raise  the  fee  from  $55 
to  $65,  thus  increasing  statewide  funding  for  public  health  services. 

Training  of  boards  is  the  responsibility  of  individual  health  directors.  Idaho  uses  a 
training  manual  in  conjunction  with  a  power  point  presentation  and  "governance  exercises"  or 
post-tests  to  orient  new  board  members.  The  45-page  training  manual  includes:  an  orientation 
checklist  to  be  used  by  the  district  health  director;  mission  statement  and  goals;  information 
regarding  the  seven  public  health  districts;  district  by-laws;  Idaho  public  health  statutes;  budgets; 
reports;  meeting  minutes;  roles  and  responsibilities  of  members;  and  policies  and  procedures. 
Training  on  board  roles  and  responsibilities  (including  legal  powers  and  ethical  responsibilities)  is 
also  included  at  the  annual  association  meeting.  Since  the  events  of  September  1 1,  2001,  board 
of  health  quarantine  authority  has  been  emphasized  in  all  trainings.10 


The  state  of  Iowa  has  published  a  26-page  Guidebook  for  Local 
Boards  of  Health  that  is  available  online  at 
www.idph.state.ia.us/common/pdf/ch/LBOHGuidebook.pdf 


Contents  of  the  Iowa  Guidebook  include  five  sections:  1 )  What  is  Public  Health;  2) 
The  Local  Board  of  Health;  3)  Working  with  Iowa  Department  of  Public  Health;  4)  Community 
Health  Planning;  and  5)  Resources,  Information,  Links,  and  References.    The  six-page  section 


Interview  with  Carol  Moehrle,  District  Director,  North  Central  District  Health  Department  of  Idaho 
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devoted  to  the  local  board  of  health  includes  such  topics  as:  fiscal  and  legal  responsibilities; 
conflict  of  interest;  working  with  the  county  board  of  supervisors  and  the  county  attorney;  and 
guidelines  for  meetings. 


The  Kansas  Association  of  Local  Health  Departments  has  formed  a 
strong  partnership  with  the  Kansas  Association  of  Counties.  The  two 
associations  are  located  in  the  same  building,  hold  concurrent 
annual  meetings  at  the  same  site,  are  represented  on  each  other's 
boards,  and  present  uniform  information  to  both  sectors. 


The  public  health  system  in  Kansas  is  composed  of  99  decentralized  local  health 
departments,  each  with  a  board  of  health.  Ninety-seven  of  those  health  departments  are  located  in 
single  counties;  two  are  multi-county  health  departments.  In  most  instances,  the  county 
commissioners  act  as  the  public  health  governing  board. 

The  Kansas  Association  of  Local  Health  Departments  (KALHD)  works  closely  with  the 
health  director  in  each  local  health  department  and  that  administrator  works  with  his/her  local 
board  of  health.  The  KALHD  has  formed  a  strong  partnership  with  the  Kansas  Association  of 
Counties  (KAC).  The  two  associations  have  offices  in  the  same  building  and  KALHD  is 
recognized  as  an  affiliate  with  a  voting  member  on  the  KAC  board  of  directors.  Annual  meetings 
of  both  associations  are  held  at  the  same  time  and  place  to  further  strengthen  communication 
among  members.  Because  Kansas  health  departments  rely  heavily  on  county  funding,  this  forum 
of  communication  and  training  works  well. 

There  is  also  a  Kansas  Health  Foundation  that  has  funded  KALHD  with  a  grant  to 
strengthen  HIPPA  compliance.  This  has  resulted  in  an  agreement  with  the  KAC  and  the  County 
Counselors  Association  to  use  the  same  legal  firm  for  interpretation  of  federal  law  and  consistent 
dissemination  of  HIPPA  information. 

Health  directors  provide  some  training  for  local  boards  of  health,  although  this 
arrangement  is  awkward  when  the  board  is  primarily  filled  with  county  commissioners  who 
provide  funding  for  public  health.  Training  is  perceived  as  far  more  effective  when  delivered 
through  various  professional  organizations  (such  as  KAC). 

Kansas  has  conducted  two  of  the  three  assessment  instruments  developed  by  CDC  and 
seven  national  partner  organizations:  the  State  Public  Health  System  Assessment  Instrument  and 
the  Local  Public  Health  System  Assessment  Instrument.  There  is  no  discussion  at  the  present 
time  regarding  the  Local  Public  Health  Governance  Assessment  Instrument." 


Interview  with  Edie  Snethen,  Executive  Director  of  the  Kansas  Association  of  Local  Health  Departments 
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Massachusetts 


The  Massachusetts  Association  of  Health  Boards  offers  a 
voluntary  training  and  certification  program  for  board  of  health 
members  and  their  staff.  Continuing  education  units  are  also 
available  for  certain  professionals. 


The  Massachusetts  Association  of  Health  Boards  has  offered  a  voluntary  training  and 
certification  program  for  board  of  health  members  and  staff  for  the  past  eight  years.  The 
certification  program  gives  members  the  skills  necessary  to  adequately  perform  their  duties  and 
fulfill  their  responsibilities  in  their  respective  towns  and  cities.  The  Certification  Program 
consists  of  two  parts: 

1 .  Primary  Certification  is  an  orientation  for  new  board  and  staff  members  who  wish  to  improve 
their  skills.  The  process  consists  of  an  orientation  workshop  followed  by  a  written 
examination  that  evidences  knowledge  of  the  material  by  70%  or  better  correct  responses. 

2.  Advanced  Certification  is  for  board  members  who  have  been  awarded  a  primary  certification 
and  wish  to  continue  improving  their  knowledge  of  public  health  law,  policy,  and  science. 
To  be  admitted  to  advanced  certification  courses,  the  participant  must  demonstrate  proof  of 
previous  certification,  complete  the  advanced  seminar,  and  complete  the  evaluation  form. 

Both  certification  programs  offer  continuing  education  units  (CEUs)  to  Registered  Sanitarians, 
Registered  Nurses,  and  Certified  Health  Officers. 

The  Certification  Program  is  administered  by  the  Steering  Committee  for  Board  of  Health 
Training  and  Certification,  representing  a  cross  section  of  the  public  health  sector  (including 
academia,  government,  and  community  members).  Individuals  on  the  steering  committee 
represent  schools  of  public  health,  the  Massachusetts  Department  of  Public  Health,  the 
Massachusetts  Department  of  Environmental  Protection,  the  Massachusetts  Association  of  Health 
Boards,  and  board  of  health  members.12 


Michigan 


The  Michigan  Association  for  Local  Public  Health  is  developing 
an  orientation  package  and  training  modules  for  board  of  health 
members. 


The  Michigan  Association  for  Local  Public  Health  (MALPH)  was  founded  in  1985  to 
represent  the  state's  45  city,  county,  and  district  health  departments  before  the  state  and  federal 
legislative  and  executive  branches  of  government.  The  Association  is  currently  working  on  two 
projects.  The  first  project  is  to  develop  training  modules  for  board  of  health  members  that  will  be 
presented  at  the  annual  conference  of  the  Michigan  Association  of  Counties.  The  second  project 
is  focused  on  developing  an  orientation  package  for  health  leaders. 


Information  taken  from  the  Massachusetts  Association  of  Health  Boards  website: 
www.mahb.org/Certification/certification.htm 
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The  Michigan  Board  of  Health  Association  has  been  blended  into  the  MALPH.  Each 
local  health  department  is  a  member  of  the  association  and  pays  annual  dues  based  on  a  formula. 
The  dues  range  from  $3000  to  $8000  per  year  depending  on  the  population  service  area  of  that 
health  department.  Health  departments  with  populations  of  20,000-30,000  pay  the  least  amount. 
Health  departments  with  populations  of  one  million  or  more  pay  the  highest  amount.13 

na&'ra-BKB. 


The  Public  Health  Association  of  Nebraska  is  partnering  with 
the  state  health  department  to  develop  on-site  training  modules 
for  local  boards  of  health.  Statewide  delivery  of  this  training  is 
estimated  to  take  three  years. 


In  2003,  legislative  action  reorganized  county  health  districts  in  Nebraska,  using  the  CDC 
estimate  that  a  population  base  of  50,000-75,000  is  needed  to  support  a  health  department.  The 
new  law  allows  any  county  with  a  population  of  50,000  or  more  to  establish  a  county  health 
department.  If  the  population  is  less  than  50,000,  the  county  must  collaborate  with  enough 
neighboring  counties  to  constitute  a  population  of  at  least  50,000  for  a  local  health  department. 
Prior  to  the  legislative  action,  there  were  1 8  health  departments  and  1 8  local  boards  of  health  in 
Nebraska.  After  the  legislative  bill  became  law,  a  total  of  92  health  departments  and  boards  were 
established.  Each  board  of  health  is  required  to  have  a  minimum  of  eight  members  to  include:  a 
county  commissioner  from  each  county,  a  medical  doctor,  a  dentist,  and  at  least  three  "public 
spirited"  citizens. 

Of  all  the  states  queried,  Nebraska  has  the  most  stable  funding  arrangement.  In  2001,  the 
Nebraska  Legislature  directed  100%  of  the  tobacco  settlement  funds  toward  health:  $6.8  million 
to  public  health;  $2.3  million  to  minority  health  issues;  and  $100,000  to  build  infrastructure.  An 
amount  of  $  1 50,000  per  year  is  allocated  to  health  departments  plus  a  per  capita  payment  of  $  1 .86 

The  Public  Health  Association  of  Nebraska  acts  as  the  umbrella  organization  for  local 
boards  of  health,  public  health  nurses,  and  local  health  departments.  The  state  association  offers 
training  twice  a  year  in  conjunction  with  other  statewide  meetings.  A  four-hour  training  of  MDs 
was  recently  held  in  conjunction  with  the  Nebraska  Medical  Association  meeting.  The  next 
targeted  group  is  dentists,  followed  by  training  for  city  and  county  officials.  The  association  is 
also  developing  a  power  point  presentation,  in  partnership  with  the  state,  to  train  board  members 
on:  1)  core  functions  2)  roles  and  responsibilities;  and  3)  essential  services.  It  is  estimated  that 
the  three  phases  of  training  will  take  nearly  three  years  to  deliver  statewide.14 


13  Interview  with  Mark  J.  Bertler,  Executive  Director  of  the  Michigan  Association  of  Local  Public  Health. 

14  Interview  with  Rita  Parris,  Executive  Director  of  the  Public  Health  Association  of  Nebraska. 
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New  Jersey 


New  Jersey  state  law  requires  all  566  boards  of  health  in  the 
state  to  complete  the  governance  assessment  instrument  by 
February  of  2004.  The  process  is  being  facilitated  by  Rutgers 
University  and  will  be  followed  by  implementing  a  four-year 
strategic  plan. 


New  Jersey  has  121  municipal,  multi-municipal,  county,  and  district  health  departments 
with  566  municipal  boards  of  health.  (It  is  helpful  to  keep  in  mind  that  the  state  of  New  Jersey  is 
about  the  size  of  Montana's  Gallatin  County  in  landmass,  with  a  population  8.5  times  the  total 
population  of  our  state.)  Each  municipality  in  New  Jersey  elects  board  of  health  members, 
similar  to  the  way  school  board  elections  are  held  in  Montana.  Local  boards  must  register  with 
the  state  health  department  and  provide  contact  information  for  each  member.  Elected  board 
members  have  a  mix  of  knowledge  and  expertise  in  a  wide  variety  of  areas  including: 
professional  experience  with  the  public  health  system;  community  leadership;  and  administration 
or  management.  The  New  Jersey  Local  Boards  of  Health  Association  offers  a  training  seminar 
once  a  year. 

New  Jersey  has  already  completed  the  Local  Public  Health  System  Assessment 
Instrument  and  is  the  first  state  in  the  nation  to  assess  local  boards  of  health.  The  local  board 
assessment  process  is  estimated  to  take  one  year.  Once  the  assessments  are  completed,  New 
Jerseys  strategic  plan  is  to:  implement  best  practices  within  the  first  year;  acquire  specialized 
regional  expertise  and  capacity  during  the  second  year;  establish  community  linkages  to  personal 
and  clinical  services  within  the  third  year;  and  complete  community  health  assessments  and  heath 
improvement  plans  during  the  fourth  year.15 


North  C? 


North  Carolina  recently  initiated  on-site  training  for  each  local 
board  of  health  in  the  state.  The  training  has  been  developed 
by  the  University  of  North  Carolina  and  will  be  facilitated  by 
university  staff-a  process  that  is  estimated  to  take  three  years. 


There  are  100  counties  in  the  state  of  North  Carolina;  86  of  those  counties  have 
autonomous  boards  of  health.  State  statutes  require  that  local  boards  contain  eleven  members 
with  specific  knowledge  or  affiliations.  State  statute  also  allows  the  county  commissioners  of 
large  counties  (population  of  350,000  or  more)  to  determine  the  configuration  of  the  local  board. 
Counties  receive  a  per  capita  funding  for  public  health  services.  All  counties  receive  money  from 
the  state  and  money  from  the  county,  determined  by  a  formula. 

Fifteen  years  ago,  the  Association  of  North  Carolina  Boards  of  Health  (ANCBOH)  was 
conceived  in  the  school  of  public  health  at  the  University  of  North  Carolina.  Staff  from  the 
university  acted  as  administrators  of  the  association.  Later,  the  association  became  a  501(c)  3 
organization  and  became  independent.  The  state  provided  funding  for  the  association  in  the 
amount  of  $100,000  per  year.  In  addition,  the  association  received  dues  from  each  county  board 
based  on  the  population  of  that  county. 


Interview  with  Paul  Roman,  President  of  the  New  Jersey  Local  Boards  of  Health  Association. 
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In  2001,  the  North  Carolina  general  assembly  denied  continued  funding  for  ANCBOH. 
The  school  of  public  health  then  took  the  association  back  under  its  wing  and,  consequently,  the 
association  became  part  of  the  North  Carolina  Institute  for  Public  Health.  ANCBOH  continues 
as  a  501(c)  3  organization  that  provides  training  and  advocacy.  Funding  for  training  is  provided 
through  the  state.  Funding  for  lobbying  efforts  is  provided  through  dues  paid  by  each  local  board 
of  health. 

North  Carolina  recently  initiated  a  strategic  plan  that  provides  training  for  local  boards 
on-site  at  the  local  health  department.  University  staff  develops  the  training  modules,  travels  to 
the  various  counties,  and  facilitates  this  training.  The  plan  is  to  deliver  training  to  one-third  of  the 
board  members  each  year,  so  that  all  the  boards  are  trained  within  three  years.  Other  training  is 
provided  upon  request  and  delivered  through  the  Internet  or  by  video  conferencing  (through  the 
university). 

County  boards  of  health  operate  independently  in  North  Carolina  and  the  assessment  has 
been  met  with  mixed  reactions.  Some  counties  are  choosing  not  to  complete  the  local 
governance  assessment  because  the  word  "assurance"  infers  liability  and  creates  some  fear  among 
board  members.16 


Cmc- 


Ohio  provides  annual  regional  seminars  to  local  boards  of  health 
through  the  Ohio  Association  of  Boards  of  Health. 


Ohio  has  142  health  districts  (88  counties  and  54  cities).  Each  district  is  required  to  have 
a  health  commissioner,  a  director  of  nursing,  a  director  of  environmental  health,  a  medical 
director,  and  district  board  of  health.  A  minimum  of  five  members  sit  on  each  district  board. 
Members  may  be  added  if  there  is  a  combined  or  contractual  arrangement  in  place  with  other 
jurisdictions  in  the  district.  The  Ohio  Department  of  Health  is  the  state  agency  that  has  some 
authority  over  the  districts  and  passes  through  federal  funds.  The  state  provides  a  minimum  of 
financial  support  to  the  health  districts.  Federal  pass-through  grants  provide  most  of  the  public 
health  funding  in  the  state. 

The  Ohio  Association  of  Boards  of  Health  (OABH)  does  not  have  a  formal  training 
program  for  board  of  health  members,  nor  does  the  Ohio  Department  of  Health.  Annual  regional 
seminars  have  been  held  with  sparse  attendance. 

The  state  of  Ohio  has  no  immediate  plans  to  use  the  Local  Public  Health  Governance 
Assessment  Instrument.17 


16  Interview  with  Rachel  Stevens,  Executive  Director  of  the  Association  of  North  Carolina  Boards  of 
Health. 

17  Email  from  Beth  Adamson,  Executive  Director  of  the  Ohio  Association  of  Boards  of  Health. 
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The  Utah  Local  Board  of  Health  Association  has  recently 
developed  a  training  manual  that  health  directors  can  use  to 
train  board  of  health  members  in  their  respective  districts. 


A  total  of  12  district  health  departments  and  12  district  boards  of  health  represent  every 
county  in  the  state  of  Utah.  Six  of  the  districts  are  multi-county;  six  contain  a  single  county.  Half 
of  the  statewide  population  of  Utah  resides  in  Salt  Lake  City,  the  wealthiest  district  of  the  state. 
The  other  five  single  county  districts  also  represent  wealthier  populations.  Rural  multi-county 
districts  are  much  poorer.  For  example,  Park  City  receives  $37  per  capita  funding  from  the  state 
whereas  the  poorest  of  counties  receive  10%  of  that  amount,  or  $3.70  per  capita.  There  are  no 
requirements  for  members  of  district  boards  of  health.  Members  are  often  county  commissioners. 

Utah  has  two  associations  that  share  one  executive  director:  1)  the  Utah  Health  Officers 
Association  composed  of  the  12  district  health  officers;  and  2)  the  Utah  Local  Board  of  Health 
Association.  Counties  pay  annual  dues  to  the  latter  association  based  on  a  formula.  The  smallest 
county  pays  $300  per  year  while  the  largest  county,  containing  Salt  Lake  City,  pays  nearly  $6000 
per  year. 

The  Association  steering  committee  organizes  and  hosts  an  annual  symposium  to  train 
local  board  members.  This  event  has  traditionally  attracted  approximately  115  board  members 
from  across  the  state,  although  attendance  in  the  recent  past  has  been  declining.  Topics  include 
roles  and  responsibilities,  legal  issues,  and  expectations.  All  expenses  are  paid  for  participants. 

Health  officers  have  recently  created  a  training  manual  and  will  present  and  discuss 
specific  issues  in  the  manual  at  his/her  respective  board  meetings.18 


Wash! 


Washington  conducted  focus  groups  to  determine 
training  needs  and  venues  for  local  boards  of  health. 
Feedback  indicated  that  board  members  want  to  stay 
close  to  home  and  also  appreciate  opportunities  to 
interact  with  and  learn  from  other  boards. 


The  state  of  Washington  has  three  governance  structures  for  local  boards  of  health. 

1 .  The  first  structure  is  the  county  board  of  health  that,  according  to  statute,  is  comprised  by  the 
three  county  commissioners.  Statute  allows  the  commissioners  to  appoint  additional  persons 
to  serve  on  the  board,  with  a  maximum  number  of  five  board  members. 

2.  Local  health  districts  are  independent  jurisdictions  separate  from  the  city  or  county.  District 
boards  of  health  usually  include  the  county  commissioners  and  elected  city  officials.  The  size 
of  the  board  is  determined  by  each  region.  In  this  model,  city  officials  have  policy  authority 


IS 


Interview  with  Kathy  Froerer,  Executive  Director  of  the  Utah  Association  of  Local  Boards  of  Health. 
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but  no  taxing  authority.    Therefore,  all  policy  decisions  regarding  financing  become  county 
responsibilities. 

3.  City-County  Health  Departments  exist  in  cities  of  100,000  or  more.  These  are  Seattle/King 
County  and  Tacoma/Pierce  County.  Both  of  these  major  cities  provide  public  health  funding, 
although  that  is  not  required  by  statute.  The  majority  of  board  members  are  elected  officials. 

The  Washington  Association  of  Local  Public  Health  Officials  has  a  standing  committee 
devoted  to  board  of  health  leadership  development.  In  the  past,  that  committee  has  offered  an 
annual  workshop  for  board  of  health  members.  There  is  also  a  State  Board  of  Health  that  is 
currently  in  the  process  of  updating  the  Board  of  Health  Guidebook  that  was  originally  published 
in  January  of  1 996. 

Focus  groups  in  various  sites  throughout  the  state  indicated  that  board  of  health  members 
want  information  and  tools  to  make  good  choices  rather  than  legislation  that  requires  them  to  act 
in  certain  ways.  They  also  want  significant  time  to  interact  with  other  boards  of  health, 
particularly  those  that  wrestle  with  similar  problems.  As  a  result  of  that  input,  curricula  is  being 
designed  that  will  address  issues  that  people  are  passionate  about  while  weaving  in  broader 
topics. 

The  Association  works  closely  with  the  Washington  State  Board  of  Health,  the  Northwest 
Center  for  Public  Health  Practice  and  the  School  of  Public  Health  and  Community  Medicine  at 
the  University  of  Washington.19 

Wisconsin 


In  Wisconsin,  training  for  local  board  members  is 
provided  by  state  staff  at  regularly  scheduled  board 
meetinas. 


There  are  102  health  districts  in  Wisconsin,  each  with  its  own  governing  board.  In 
addition,  state  statute  allows  both  cities  and  counties  to  have  a  local  board  of  health.  If  either 
entity  offers  public  health  services,  that  entity  must  have  a  board  of  health.  Counties  can  choose 
to  have  a  city/county  health  department  when  the  two  entities  agree  to  do  so.  Each  entity  then 
chooses  members  of  the  local  board  of  health  and  provides  a  portion  of  the  financing.  Forty  of 
the  72  counties  in  Wisconsin  have  a  board  of  health:  30  counties  have  a  health  and  human 
services  board;  one  county  contains  a  municipal  board  of  health;  the  remaining  county  has  a  tribal 
board.  A  maximum  of  nine  county  or  municipal  board  members  are  appointed  by  a  local  board 
of  supervisors.  The  majority  of  these  members  are  elected  officials. 

Training  is  provided  by  state  staff  at  the  local  area.  The  training  is  coordinated  within 
each  of  the  five  regions  with  a  similar  delivery.  Training  sessions  are  also  included  in  the  state 
association  annual  meeting.  This  past  October,  120  people  attended  the  annual  meeting:  twenty 
of  those  participants  were  members  of  a  local  board  of  health.20 


1   Interview  with  Vicki  Kirkpatrick,  Administrator  of  the  Washington  State  Association  of  Local  Health 

Officials 
20  Interview  with  Doug  Mormann,  Health  Departments  Co-Chair  of  the  Wisconsin  Association  of  Local 

Health  Departments  and  Boards. 


Local  Boards  of  Health:  Policies  and  Practices  in  Montana  and  the  Nation 

Office  of  Public  Health  System  Improvement,  Public  Health  and  Safety  Division 
Montana  Department  of  Public  Health  and  Human  Services 


Summary 

Statewide  Associations 

Although  eight  of  the  ten  states  interviewed  have  a  State  Association  of  Local  Boards  of 
Health  (SALBOH),  only  three  of  those  associations  are  independent  entities.  Most  SALBOHs 
are  associated  with  their  respective  state  public  health  associations.  Each  state  is  unique  in  its 
composition,  dues  structure,  and  governance,  offering  a  pool  of  possibilities  to  any  state  desiring 
to  develop  a  SALBOH  of  its  own. 

Training 

In  most  states,  the  responsibility  for  training  board  members  falls  on  the  shoulders  of 
health  directors  with  little  or  no  standardized  training  or  best  practices  in  place.  A  consistent 
comment  from  interviewees  was  that  it  is  very  difficult  to  entice  board  of  health  members  to 
attend  training  outside  regularly  scheduled  board  meetings  or  outside  their  local  communities. 
Most  members  have  full-time  jobs  and  busy  lives  that  make  evening  or  weekend  board  training  a 
low  priority.  Consequently,  three  states  (North  Carolina,  Nebraska,  and  Wisconsin)  have 
developed,  or  are  in  the  process  of  developing,  on-site  training  for  each  local  board  of  health  in 
their  respective  states.  The  state  of  Washington  is  in  the  process  of  developing  regional  training 
whereby  board  members  can  travel  to  a  nearby  site  and  interact  with  members  of  other  boards. 

Whereas  statewide  conferences  or  training  seminars  are  held  at  least  once  a  year  in  most 
states,  only  two  of  the  states  interviewed  mentioned  on-line  training,  video  conferencing,  or 
distance  learning. 

Training  manuals  for  board  members  are  used  in  several  states.  Most  are  compilations  of 
state  laws,  county  or  district  policies,  and  member  roles  and  responsibilities.  Consequently,  the 
presentations  tend  to  lack  a  natural  flow  from  one  topic  to  the  next.  User-friendly  visual  aides 
(such  as  pictures,  formatting,  and  white  spaces)  are  virtually  non-existent  in  the  few  training 
manuals  that  were  reviewed.  No  state  indicated  a  train-the-trainer  process  to  precede  training  in 
the  field. 

Communication 

There  appears  to  be  no  consistent  way  of  communicating  with  board  members.  A  few 
states  have  rosters  of  board  members;  most  do  not.  Some  states  have  web  sites  where  generic 
information  is  posted  or  updated,  albeit  infrequently.  Other  states  have  quarterly  newsletters  that 
are  mailed  to  individual  board  members,  a  traditional  and  expensive  method  of  communication 
that  lends  itself  to  broad,  philosophical  issues  rather  than  late-breaking  news. 

Both  Idaho  and  Michigan  employ  more  modern  strategies  to  keep  board  members 
informed  and  invested.  Idaho  lists  all  board  members  within  the  state  on  a  single  roster  and  uses 
a  system  of  health  alerts  to  keep  each  one  apprised  of  important  information.  That  system  was 
initiated  as  a  result  of  the  events  of  September  1 1 ,  200 1 ,  creating  an  urgency  to  inform  board 
members  of  important  public  health  issues  before  they  read  about  such  events  in  the  local 
newspaper.  Most  board  members  can  be  connected  by  email  or  fax.  The  few  board  members 
who  cannot  be  contacted  electronically  receive  a  personal  phone  call  from  the  health  director. 
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Michigan  has  established  a  list  serve  so  that  members  can  receive  regular  information 
through  e-mail.  For  those  who  do  not  have  e-mail  access,  other  arrangements  are  made.  In  one 
instance,  the  state  association  purchased  a  fax  machine  for  an  elderly  board  member  who  did  not 
have  access  to  e-mail. 

Kansas  recently  hired  a  research  group  at  the  state  university  to  conduct  telephone 
surveys  with  legislators  and  all  county  commissioners  in  the  state.  The  survey  queried  those 
groups  regarding  their  "public  health  literacy"  as  well  as  how  they  prefer  to  receive  information. 
Report  data  is  currently  being  compiled.  There  has  been  no  decision  made  whether  the  findings 
will  be  published. 

Assessments 

State  perspectives  vary  with  regard  to  the  Local  Public  Health  Governance  Assessment 
Instrument.  New  Jersey  is  required  by  law  to  complete  local  governance  assessments  by 
February  of  2004.  Nebraska  plans  to  distribute  the  local  governance  assessment  in  December 
with  a  March  completion  date.  Idaho  plans  to  assess  all  boards  by  the  end  of  the  next  fiscal  year. 
No  other  state  that  was  interviewed  has  immediate  plans  for  completing  the  assessment. 
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Training  Local  Boards  in  Montana 


A  total  of  27  local  health  department  and  board  members  were  interviewed  with  the  following 
trends  noted: 

Board  Structure 

All  local  boards  in  the  interview  pool  were  composed  of  at  least  five  members  with  the 
total  number  of  board  members  varying  from  county  to  county.  The  Yellowstone  City-County 
Health  Board  has  1 2  members,  the  largest  board  within  the  pool  of  nine  counties  surveyed.  Most 
counties  have  at  least  one  county  commissioner  on  the  board:  some  boards  include  all  three 
commissioners  as  voting  members. 

Some  boards  make  a  clear  delineation  between  voting  and  nonvoting  members.  Typical 
nonvoting  members  include  the  health  department  director,  the  health  officer,  and  the  county 
sanitarian. 

Terms  of  service  for  board  members  run  for  three  years.  Terms  are  staggered  so  that 
there  is  never  a  complete  turnover  at  any  one  time.  Terms  for  elected  officials  usually  run 
concurrently  with  their  time  in  office. 

Boards  that  serve  larger  metropolitan  areas  meet  on  a  monthly  basis  and  hold  special 
sessions  (such  as  strategic  planning)  as  needed.  Smaller  counties  meet  less  often  —  bimonthly  or 
quarterly.  As  one  board  member  remarked,  "the  board  meets  every  90  days  for  90  minutes."  The 
smallest  counties  may  not  even  meet  quarterly  for  two  reasons:  either  there  is  nothing  to  discuss, 
or  not  enough  members  are  available  to  meet.  The  latter  situation  exists  more  often  during  the 
summer  months. 

Not  all  boards  have  by-laws  or  meeting  procedures  in  place.  At  least  one  board  holds 
meetings  whether  or  not  a  quorum  is  present  and  makes  decisions  through  a  consensus  process 
rather  than  a  voting  process. 


Length  of  service  for  the  board  members  who  were  interviewed  ranged  from  four  months 
to  over  twenty  years.  Most  interviewees  have  served  on  their  respective  boards  for  five  or  six 
years.  Many  of  the  "older"  board  members  have  trouble  remembering  if  or  how  they  were 
oriented  to  the  board  of  health. 

New  board  members  (those  who  have  been  on  the  board  for  less  than  six  months)  are 
keenly  aware  of  the  orientation  process  or  lack  thereof.  Newer  members  who  were  interviewed 
feel  overwhelmed  by  the  technical  information  they  are  expected  to  digest,  ask  intelligent 
questions  about,  or  sanction.  Newer  members  also  feel  overwhelmed  by  the  responsibilities 
inherent  in  the  position  and  their  respective  lack  of  knowledge  to  carry  out  those  responsibilities. 
Some  newer  members  were  given  a  packet  of  information  prior  to  the  first  board  meeting.  One 
new  member  was  given  no  information  prior  to  the  first  meeting. 


Local  Boards  of  Health:  Policies  and  Practices  in  Montana  and  the  Nation 

Office  of  Public  Health  System  Improvement,  Public  Health  and  Safety  Division 
Montana  Department  of  Public  Health  and  Human  Services 


Yellowstone  County  has  a  standard  orientation  procedure  that  could  provide  a  model  to 
other  counties.  All  new  members  meet  individually  with  the  Health  Director,  followed  by 
individual  meetings  with  the  chief  financial  officer,  the  medical  director  and  the  chief  of 
community  services. 

On-going  training 

All  county  health  departments  interviewed  provide  some  kind  of  information  to  board 
members  during  their  tenure  of  office.  Some  counties  hand  out  binders,  notebooks  or  packets  of 
information.  This  information  usually  contains  the  most  recent  statutes  as  well  as  roles  and 
responsibilities  of  board  members.  Other  add-ons  (specific  to  a  particular  county)  include: 

■  an  operational  plan 

■  the  county  emergency  preparedness  plan 

■  a  code  of  ethics 

■  minutes  of  previous  meetings 

Nearly  all  interviewees  reported  that  they  have  received  no  formal  training  for  the  job. 
Some  remarked  that  "informal"  training  is  inadequate  for  the  responsibilities  of  the  position. 
Health  department  directors  and  board  members  were  asked  about  the  kind  of  training  that  would, 
in  their  estimation,  be  of  value.  Although  a  few  respondents  answered,  "I  don't  know,"  the 
majority  had  several  suggestions  to  offer,  with  comments  falling  into  two  major  categories:  1)  a 
basic  understanding  of  public  health;  and  2)  a  clear  understanding  of  the  roles  and  responsibilities 
of  board  members. 

Public  Health 

Interviewees  agreed  that  board  members  need  to  be  educated  in  the  basic  concepts  of 
public  health  and  the  scope  of  public  health  services.  Board  members  want  a  clear  understanding 
of  how  the  board  of  health  fits  into  the  public  health  system  and,  in  addition,  how  the  public 
health  system  fits  into  the  larger  health  care  picture.  And,  they  feel  that  doctors  must  also  be 
given  training  to  explore  the  differences  between  health  care  and  public  health.  A  few 
respondents  were  adamant  that  training  must  include  the  fundamentals  of  health  care  financing  as 
well  as  the  board's  fiduciary  role. 

Roles  and  Responsibilities 

Health  department  directors  and  board  members  agree  that  the  latter  lack  a  clear 
understanding  of  their  roles  and  responsibilities.  More  than  one  board  member  mentioned  that 
he/she  joined  the  board  because  there  were  few  expectations  ~  being  a  board  member  was 
relatively  easy  and  took  little  energy.  There  was  also  concern  voiced  by  health  professionals  and 
board  members  that  it  would  be  "better  to  wait"  until  the  potential  board  member  has  agreed  to 
serve  before  outlining  the  roles  and  responsibilities.  There  is  a  fear  that  clarity  regarding  the 
expectation  may  preclude  potential  members  from  making  a  commitment  to  serve. 

That  fear  was  not  reflected  in  respondent  answers.  Equal  to  the  emphasis  on  public 
health  basics,  interviewees  want  training  on  the  roles  and  responsibilities  of  board  members.  This 
theme  was  very  strong.  Board  members  want  their  roles  and  responsibilities  to  be  clearly  defined 
and  their  authority  to  be  spelled  out.  They  want  clear  guidance  on  what  boards  can  get  involved 
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in  and  act  upon,  with  particular  emphasis  on  legal  and  liability  issues.    They  also  want  a  job 
description  with  clear  expectations  and  delineation  of  duties  between  the  staff  and  the  board. 

One  respondent  remarked  that  board  members  need  to  be  trained  on  "what  should  I  be 
asking?"  This  person  added  that  such  training  should  focus  on  pro-active  versus  reactive 
processes.  Another  respondent  remarked  that  training  should  distinguish  between  a  board  of 
health  that  meets  statutory  requirements  and  afunctional  board  of  health. 

Notebooks/ manuals 

Many  of  the  health  directors  and  board  members  who  were  interviewed  indicated  that 
they  want  a  standardized  notebook  issued  by  the  state.  Suggestions  for  content  included:  the  ten 
essential  services;  most  recent  statutes;  roles  and  responsibilities  of  board  members;  and  a 
glossary  of  terms  and  acronyms.  It  was  also  suggested  that  the  notebooks  include  "meaningful, 
in-depth  information"  regarding  pertinent  issues  (such  as  West  Nile  virus). 

Community  building  skills 

Several  interviewees  indicated  that  the  public  health  emergency  preparedness  plan  and 
disaster  training  have  been  extremely  helpful.  Through  these  experiences,  participants  have 
gained  a  better  understanding  of  other  agency  roles  and  better  collaboration  between  community 
agencies  has  been  achieved.  One  respondent  remarked  that  "while  writing  the  public  health 
emergency  preparedness  plan,  the  chain  of  command  was  actually  decided  as  well  as  roles  of 
responders.  That  was  very  helpful."  The  teamwork  inherent  in  community  preparedness  has 
underscored  the  need  for  basic  community  education,  organization  and  communication. 

Training  venues 

Four  respondents  were  interested  in  the  concept  of  state  trainers  providing  on-site  training 
to  local  board  of  health  members.  Echoing  the  sentiments  voiced  by  statewide  associations  in 
other  states,  respondents  made  it  clear  that  volunteer  board  members  are  busy  people  who  usually 
have  demanding  jobs  and  family  responsibilities,  thus  limiting  their  availability  to  attend  training 
sessions  in  distant  locales. 

Five  respondents  in  rural  locations  mentioned  video  conferencing  and  distance  learning 
as  viable  alternatives  to  face-to-face  training.  One  board  member  put  this  very  succinctly: 
"Although  in-person  training  is  first  choice,  distance  learning  provides  an  economical 
alternative." 

On -going  board  development 

Many  volunteer  board  members  expressed  an  interest  in  being  more  involved  with 
meaningful  board  activities.  Ideas  ranged  from  orientating  board  members  through  experiential 
learning  (such  as  tours  of  the  facilities  and  viewing  the  delivery  of  services)  to  involving  board 
members  in  projects. 

Several  respondents  underscored  the  importance  of  drawing  from  and  expanding  upon 
the  experience  of  individual  board  members.   They  see  the  wisdom  and  expertise  that  is  already 
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available  in  the  group  and  seek  ways  to  effectively  draw  this  out.    Two  persons  suggested  a 
mechanism  whereby  boards  could  communicate  with  and  learn  from  one  another. 

Respondents  were  also  aware  that  lack  of  stimulation  breeds  entropy.  A  few  respondents 
wanted  opportunities  for  professional  development  for  health  directors,  medical  directors,  and 
board  chairs.  One  person  recommended  "continual  opportunities  for  education  and  training  so 
that  board  members  do  not  get  stale."  Another  board  member  echoed  that  sentiment  by  asking 
that  the  state  challenge  board  members  to  "play  a  bigger  game." 

Two  respondents  were  particularly  expansive  in  their  visions.  One  suggested  that  the 
country  needs  a  television  serial  about  public  health  (similar  to  the  popular  ER  series)  that  would 
focus  on  public  health  issues  and  highlight  public  health  professionals.  Another  respondent 
emphasized  that: 

"Training  for  board  of  health  members  as  well  as  staff  members  is  critical.  Delivery  is 
a  problem.  Regionalization  provides  the  structure  needed  in  today's  world.  As  the 
world  becomes  more  complex,  we  need  boards  that  are  composed  of  people  who  are 
there  because  they  are  interested  in  public  health  and  want  to  develop  their  expertise. 
Technical  assistance  is  needed  to  develop  the  infrastructure  and  deal  with  regionalized 
authority." 

Electronic  information 

Several  interviewees  felt  that  a  statewide  website  for  board  of  health  members  could  be 
helpful,  especially  if  there  were  linkages  to  other  resources  such  as  MACO  and  MEHA.  They 
also  added  the  caveat  that  such  a  website  would  probably  not  be  used  very  much  unless  it  was 
tied  to  other  information,  such  as  periodic  e-letters  or  e-zines  that  would  refer  the  reader  back  to 
the  website  for  more  information.  Whereas  internet-based  information  would  work  for  the 
majority  of  board  of  health  members,  several  respondents  were  cautious  about  this  approach  since 
not  all  county  commissioners  or  other  board  members  have  access  to  electronic  information.  One 
respondent  was  particularly  pessimistic  about  this  approach  and  commented  that  "many  members 
do  not  even  look  at  their  packet  of  information  prior  to  a  meeting."  This  person  went  on  to  say 
that  these  are  busy  people  who  find  it  "easier  to  respond  to  things  than  to  be  proactive." 

Informational  e-mails  were  of  greater  interest  to  respondents.  A  few  respondents 
emphasized  regular  doses  of  information  as  being  "absolutely  necessary"  to  keep  members 
informed  and  aware  of  their  responsibilities.  While  most  were  interested  in  monthly  or  as-needed 
notices  on  what  is  happening  in  the  state  and  the  county,  they  were  quick  to  add  that  information 
must  be  disseminated  in  a  "user-friendly  way"  that  is  brief  and  to  the  point.  Two  respondents 
held  the  perspective  that  "too  much  information  could  muddy  the  lines  between  governance  and 
management." 

In  order  to  generate  electronic  information,  there  would  need  to  be  a  statewide  roster  of 
board  members.  Most  were  very  open  to  this  idea.  However,  one  respondent  cautioned  against  a 
mandatory  roster  because  "it  is  hard  enough  to  get  board  members  as  it  is." 

Most  interviewees  agreed  that  it  would  be  helpful  to  have  some  kind  of  mechanism  to 
promote  communication  among  boards,  develop  professional  expertise;  and  host  an  annual 
meeting.  Residents  of  rural  communities  promoted  the  use  of  distance  learning  and 
videoconferencing. 
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Assessment 

In  late  October  of  2003,  the  National  Association  for  Local  Boards  of  Health  (NALBOH) 
mailed  3200  copies  of  the  local  governance  assessment  instrument  to  local  boards  across  the 
nation.  '  Only  two  of  the  health  directors  who  were  interviewed  reported  that  they  had  received 
the  instrument  but  had  not  had  the  time  to  review  it.  None  of  the  chairpersons  of  local  boards  had 
received  the  instrument  -  nor  were  they  familiar  with  the  concept. 

Approximately  half  the  interviewees  were  open  to  reviewing  the  local  governance 
assessment  instrument  as  well  as  carving  out  the  time  to  complete  the  instrument  if  it  appeared  to 
be  a  productive  exercise.  Several  respondents  were  willing  to  carry  this  project  forward  and  one 
person  was  eager  to  add  a  discussion  regarding  the  assessment  to  the  December  board  agenda. 

The  other  half  were  cautious  about  moving  forward  on  assessment.  Some  voiced  concern 
that  the  information  gathered  would  not  be  useful  to  the  board  and,  consequently,  a  waste  of 
valuable  time.  One  health  director  reiterated  that  most  board  members  are  volunteers  and 
assessments  take  too  much  time. 

Association 

Two  interviewees  mentioned  that  a  statewide  association  for  local  boards  of  health  could 
be  helpful.  There  was  an  underlying  concern  from  both  parties  that  there  may  already  be  "too 
many  statewide  associations"  and  that  a  statewide  group  might  function  better  as  part  of  the 
Montana  Public  Health  Association  (MPHA).  One  person  suggested  training  sessions  for 
members  of  local  boards  of  health  at  the  annual  MPHA  conferences. 

Local  leadership 

Most  of  the  board  members  who  were  interviewed  gave  credit  to  the  local  health 
department  director  for  keeping  the  board  informed.  The  directors  are,  in  most  cases,  the  rudder 
that  keeps  the  board  on  course  and  on  task. 


21  Interview  with  Jay  MacNeal  of  the  National  Association  of  Local  Boards  of  Health  (NALBOH). 
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Conclusions  and  Recommendations 


Structure 

In  Montana,  boards  of  health  vary  considerably  from  county  to  county.  Larger  counties 
have  full  service  health  departments  with  boards  that  meet  monthly  to  execute  their  own  strategic 
plans.  These  larger  population  centers  appear  more  capable  of  assuring  "the  conditions  necessary 
for  people  to  live  healthy  lives  through  community-wide  prevention  and  protection  programs." 

As  noted  previously,  the  state  of  Nebraska  has  restructured  their  public  health  system  in 
keeping  with  the  CDC  estimate  that  a  population  base  of  50,000-75,000  is  needed  to  support  a 
health  department.  Adopting  a  similar  structure  in  Montana  would  translate  into  12-18  health 
districts  as  opposed  to  the  52  county  health  departments  currently  in  place.  In  the  best  case 
scenario,  adopting  a  regional  structure  in  Montana  could  provide  full  public  health  services  to 
more  people,  create  a  larger  pool  of  public  health  professionals  for  service  delivery,  and  elicit  a 
more  enthusiastic  response  from  people  who  are  willing  and  eager  to  serve  on  the  board.  In  the 
worst-case  scenario,  structure  without  a  clear  vision  or  local  buy-in  and  support  could  be  an 
exercise  in  futility. 

The  state  of  Idaho  has  operated  a  regionalized  public  health  system  for  many  years.  As  a 
neighboring  state,  Idaho  shares  a  common  geography  with  Montana  as  well  as  similar 
demographics.  It  would  be  helpful  to  study  their  approach  in  depth  to  determine  how  such  a 
structure  could  be  adopted  in  Montana  as  well  as  what  pitfalls  to  avoid. 


Recommendation  #1 

a.  Consider  the  possibilities. 

b.  Work  closely  with  CDC  to  clearly  delineate  the  pros  and  cons  of 
Montana's  current  system  versus  a  regional  system. 

c.  Learn  more  about  the  successes  and  problems  of  public  health 
regions  in  Idaho  and  Nebraska. 

d.  Develop  a  proposal  for  Public  Health  Improvement  Task  Force  review. 


Information,  Education,  Training 

The  terms  "information,  education,  and  training"  are  referred  to  as  synonyms  for  one 
another  in  the  dictionary  and,  in  fact,  those  terms  are  commonly  interchanged  by  the  people 
interviewed  for  this  report.  There  are,  however,  subtle  differences  in  the  terms.  Clarifying  terms 
would  be  most  helpful  in  developing  a  strategy  to  meet  the  needs  of  board  of  health  members 
across  the  state. 

According  to  Webster's  Dictionary,  information  refers  to  "something  told"  such  as  news 
reports.  Members  of  local  boards  of  health  desire  information  that  is  specific  to  their  job  duties. 
For  example,  they  appreciate  statewide  and/or  national  updates  regarding  West  Nile  Virus, 
SARS,  or  (most  recently)  Mad  Cow  Disease.  They  want  to  be  "in  the  know."  Furthermore,  they 
want  information  that  is  focused,  succinct,  and  understandable  as  opposed  to  long  treatises  or 
highly  technical  information. 
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The  term  education  is  derived  from  the  root  word  "educe"  that  means  "to  lead,  to  draw 
out,  or  to  infer."  With  respect  to  local  boards  of  health,  it  is  important  to  educe  a  solid 
understanding  of  the  mission,  purpose  and  ten  essential  services  of  public  health  as  well  as 
governing  responsibilities.  Education  is  a  focused  approach  to  build  knowledge  and  competencies 
and  often  begins  with  an  established  curriculum. 

The  term  training  implies  the  development  of  certain  skills  or  proficiencies  in  a  particular 
field  or  discipline.  Skills  development  specific  to  local  boards  of  public  health  could  include 
meeting  facilitation,  community  development,  coordination  of  services,  and  fiscal  management. 

Although  the  terms  education  and  training  are  often  interchanged,  education  is  more 
aligned  with  theoretical  constructs  and  philosophy,  while  training  is  more  pertinent  to  practice. 


Recommendation  #2 

Develop  a  standard  orientation  guide  at  the  state  level,  in  concert  with 
local  health  directors  and  board  of  health  volunteers.  Include 
information  regarding  the  mission,  purpose  and  function  of  public 
health,  the  ten  essential  services  of  a  public  health  system,  and  a  copy 
of  the  most  recent  statutes  pertaining  to  the  governance  of  public 
health.  Provide  technical  assistance  to  local  health  directors  to  develop 
additional  orientation  materials  specific  to  their  locale. 


Recommendation  #3 

Keep  board  members  informed  through  regular  one-page  updates 
disseminated  from  DPHHS.  This  would  require  a  statewide  registry  of 
local  board  members  complete  with  name,  mailing  address,  phone 
number,  fax  number  and  email  address.  Send  information  electronically 
whenever  possible  and  determine  a  back-up  approach  for  those  people 
who  do  not  have  internet/e-mail  access.  Keep  the  listing  current 
through  regular  updates  by  local  health  directors. 


Recommendation  #4 

Develop  a  page  on  the  Montana  Public  Health  Institute  website  for  local 
board  members.  This  would  publicly  demonstrate  recognition  of  their 
important  role  in  the  public  health  system  and  would  provide  linkages 
to  more  in-depth  information  and  analysis. 


Motivation 

It  is  important  to  understand  and  consider  the  factors  that  motivate  people  to  attend 
education  or  training  seminars.  In  Montana,  the  best  motivation  is  easy  access  ~  training  within 
the  community  and,  if  possible,  at  the  board  of  health  regular  meeting. 

An  interesting  curriculum  facilitated  by  dynamic  presenters  is  another  powerful 
motivator.   Because  we  live  in  a  wide-screen  and  surround-sound  era,  people  expect  high  quality 
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performances  and  techniques.  Such  techniques  include  auditory,  visual,  and  kinesthetic  exercises 
that  tap  the  greatest  learning  responses  from  an  audience  with  varying  learning  styles. 

Whereas  a  certification  or  credentialing  process  motivates  some  learners,  the 
accumulation  of  knowledge  and/or  the  acquisition  of  skills  motivates  most  learners.  Pre-  and 
post-tests  give  feedback  to  learners  on  how  well  they  have  absorbed  the  knowledge  that  was 
delivered.  This  feedback  is  also  helpful  for  presenters  in  making  necessary  curriculum  or 
delivery  adjustments. 


Recommendation  #5 

a.  Contact  SALBOH  directors  in  Nebraska,  North  Carolina  and 
Wisconsin  to  determine  the  success  and/or  pitfalls  of  their 
approaches  to  on-site  education  and  training. 

b.  Consider  using  videoconferencing  technology  to  deliver  regular 
educational  and  training  modules.   Expand  the  use  of  this 
technology  beyond  "talking  heads."  Provide  the  training  to  three  or 
four  sites  at  a  time  to  allow  participants  interaction  with  other 
boards. 

c.  Consider  contracting  with  the  university  system  to  develop  the 
curriculum  and  provide  the  training. 


Assessments 

Interviews  with  local  health  directors  and  board  members  in  Montana  indicated  a  lack  of 
knowledge  about  the  Local  Governance  Assessment  Instrument.  The  idea  of  learning  more  about 
public  health  and  about  specific  board  needs  was  appealing  to  most  respondents. 


Recommendation  #6 

a.  Assure  that  all  health  directors  and  chairs  of  local  boards  of  health 
receive  a  copy  of  the  Local  Governance  Assessment  Instrument. 

b.  Consider  a  train-the-trainer  workshop  for  health  directors  and/or 
board  chairs  to  inspire  interest  and  involvement  in  the  project. 

c.  Encourage  voluntary  commitments  of  boards  to  complete  the 
assessment  within  a  specific  time-frame. 

d.  Provide  technical  assistance  for  local  boards  in  developing  and 
executing  a  plan  to  respond  to  the  CDC  feedback  (after  the  data  is 
entered  and  scored.) 


Partnerships 

States  that  were  interviewed  for  this  project  boast  strong  partnerships  with  other  entities  — 
most  notably  the  public  health  association  and  the  association  of  counties  within  their  respective 
state.  Other  partnerships  included  the  state  medical  and  dental  associations  as  well  as 
partnerships  with  environmental  agencies.  Such  partnerships  underscore  the  important  function 
served  by  boards  of  health  and  provide  the  means  to  maximize  the  resources  for  information  and 
education. 
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Recommendation  #7 

Identify  the  purpose,  goals  and  objectives  of  training  current  or 
potential  health  board  members  such  as  county  commissioners, 
doctors,  nurses,  veterinarians,  and  sanitarians  within  the  context  of 
their  professional  group.   Consider  beginning,  intermediate,  and 
advanced  level  workshops,  depending  on  the  audience. 
Plan  ahead.    Develop  training  modules  that  can  be  presented  at  the 
Fall  2004  or  Spring  2005  annual  meetings  of  MPHA,  MACO,  MMA, 
and/or  MNA.   Consider  presenters  who  are  respected  members  of 
the  particular  association  and  have  broad-based  knowledge  of 
public  health. 
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Contacts  and  Resources 


The  Local  Public  Health  Governance  Performance  Assessment  Instrument  is  a  self- 
assessment  tool  based  on  the  Essential  Public  Health  Services.  The  instrument  provides  a  brief 
definition  of  each  Essential  Service,  and  a  short  statement  that  is  designed  to  capture  the  essence 
of  a  local  governing  body's  primary  role  in  the  provision  of  that  service.22  The  Assessment 
Instrument  is  in  a  pdf  file  format  and  can  be  downloaded  at  www.phppo.cdc.gov/nphpsp/index 

Mobilizing  for  Action  through  Planning  and  Partnerships  (MAPP)  project  was  developed 
through  a  cooperative  agreement  between  NACCHO  and  CDC.  The  MAPP  process  results  in  a 
community-wide  strategic  tool  for  improving  community  health.'  For  more  information,  visit 
www.naccho.org 

The  National  Association  for  County  and  City  Health  Officials  (NACCHO)  represents  local 
public  health  agencies  (including  city,  county,  metro,  district,  and  tribal  agencies).  NACCHO 
works  to  support  efforts  that  protect  and  improve  the  health  of  all  people  and  all  communities  by 
promoting  national  policy,  developing  resources  and  programs,  and  supporting  effective  local 
public  health  practice  and  systems.24  See  www.naccho.org 

The  National  Association  for  Local  Boards  of  Health  (NALBOH)  is  the  national  voice  for 
local  boards  of  health.  Contact  information  for  State  Associations  of  Local  Boards  of  Heath25  is 
available  on  the  NALBOH  website  at  www.nalboh.org 

The  TrainingFinder  Real-time  Affiliate  Integrated  Network  (TRAIN)  is  a  unique  web-based 
learning  management  solution  for  public  health  organizations  that  need  to  rapidly  increase  their 
training  capacity  by  creating  a  searchable  clearinghouse  of  on-site  (classroom)  training  and 
distance  learning  opportunities  available  within  their  jurisdictions  and  across  the  country.26  For 
more  information,  see  the  website  at  www.phf.org/phworkforce.htm 


"  Quoted  from  the  forward  to  Local  Public  Health  Governance,  page  ii 

23  Taken  from  the  MAPP  Field  Guide  Draft  on  the  NACCHO  website. 

24  Taken  from  the  NACCHO  website. 

2"^  These  are  the  contacts  that  were  interviewed  and  referenced  in  the  Training  in  Other  States  section  of  this 

report. 
26  Quoted  from  the  TRAIN  website. 
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Appendix  A:  NALBOH  Resource  Order  Form 


National  Association  of  Local  Boards  of  Health 

1 840  East  Gypsy  Lane  Rd.,  Bowling  Green,  OH  43402 
Phone:  419-353-7714    Fax:  419-352-6278 
E-mail:  nalboh@nalboh.org    Website:  www.nalboh.org 
Please  complete  the  information  below  and  mail  or  fax  to  NALBOH. 


Order  Date: 
Name: 


□  We  are  NALBOH  members         □  We  are  not  NALBOH  members 


Board/Organization: 
Address: 


City/State/Zip  Code: 

Phone:  

E-mail: 


Fax: 


Title/Description 

Quantity 

Price 

Total 

Print  Publications 

The  Local  Board  of  Health  Environmental  Health  Primer  -  Members  (limit  1  )* 

$0.00 

The  Local  Board  of  Health  Environmental  Health  Primer  -  Nonmembers  &  additional 
copies  for  members 

S20.00 

Legal  Authority  for  Tobacco  Control  in  the  US 

SI  8.00 

Local  Public  Health  System  Governance  Instrument! 

S0.00 

Public  Health  Over  Time  Activity! 

$0.00 

Discussion  materials  for  Assessment,  Policy  Development  and  Assurance  videotapet 

$0.00 

NALBOH  Annual  Report:   1991  -  2001 :  A  Decade  of:  Commitment,  Dedication, 
Accomplishments,  and  Aspirations  for  the  Future 

Videotapes 

2003  Speaker  -  Dr.  Covello  -  Members  (limit  1 ) 

$0.00 

2003  Speaker  -  Dr.  Covello  -  Nonmembers  &  Additional  copies  for  members 

$15.00 

2002  Speaker  -  Dr.  Scrimshaw  -  Members  (limit  1 ) 

SO. 00 

2002  Speaker  -  Dr.  Scrimshaw  -  Nonmembers  &  Additional  copies  for  members 

$10.00 

2000  Speaker  -  Dr.  Keck 

$0.00 

Assessment,  Policy  Development,  and  Assurance:   The  Role  of  the  Local  Board  of  Health 

$10.00 

Multi-Media 

$10.00 

Legal  Authority  for  Tobacco  Control  in  the  US  (CD-Rom) 

Total: 

*  Materials  available  for  download  from  the  Members  Only  section  of  the  NALBOH  website 
t  Materials  are  available  for  download  from  the  NALBOH  website 

METHODS  OF  PAYMENT 

CHECK  OR  MONEY  ORDER  made  payable  to:  The  National  Association  of  Local  Boards  of  Health,  or  a 
PURCHASE  ORDER  Number.  We  do  not  accept  credit  card  payments  at  this  time. 
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Appendix  B: 
The  Ten  Essential  Services  of  Public  Health 


In  the  spring  of  1 994,  a  CDC  work  group  developed  a  consensus  list  of  the  "essential 
services  of  public  health."  The  consensus  statement  sets  forth  a  definition  intended  to:  (1)  explain 
what  public  health  is;  (2)  clarify  the  essential  role  of  public  health  in  the  overall  health  system; 
and  (3)  provide  accountability  by  linking  public  health  performance  to  health  outcomes. 

The  Ten  Essential  Services  articulate:  1)  the  mission  of  public  health;  2)  what  public 
health  seeks  to  accomplish  in  providing  essential  services  to  the  public;  and  3)  how  it  carries  out 
these  basic  public  responsibilities. 


The  mission  of  public  health  is  to  promote  physical  arid  mental 
health  and  prevent  disease,  injury  and  disability. 


The  Purpose  of  Public  Health 

The  fundamental  obligation  of  agencies  responsible  for  population-based  health  is  to: 


Prevent  epidemics  and  the  spread  of  disease 

Protect  against  environmental  hazards 

Prevent  injuries 

Promote  and  encourage  healthy  behaviors  and  mental  health 

Respond  to  disasters  and  assist  communities  in  recovery 

Assure  the  quality  and  accessibility  of  health  services 


These  responsibilities  describe  and  define  the  function  of  public  health  in  assuring  the  availability 
of  quality  health  services. 


Die 


The  role  of  pyblic  health  is  to  assure  the  conditions  necess- 
ary for  people  to  live  healthy  lives  through  community-wide 
prevention  and  protection  programs. 


The  Practice  of  Public  Health 

Public  health  serves  communities  and  individuals  within  them  by  providing  an  array  of  essential 
services.  Many  of  these  services  are  invisible  to  the  public.  Typically,  the  public  only  becomes 
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aware  of  the  need  for  public  health  services  when  a  problem  develops  (e.g.,  an  epidemic  occurs). 
The  practice  of  public  health  becomes  the  list  of  "essential  services." 

1.  Monitor  health  status  to  identify  and  solve  community  health  problems 

This  service  includes  accurate  diagnosis  of  the  community's  health  status;  identification 
of  threats  to  health  and  assessment  of  health  service  needs;  timely  collection,  analysis, 
and  publication  of  information  on  access,  utilization,  costs,  and  outcomes  of  personal 
health  services;  attention  to  the  vital  statistics  and  health  status  of  specific-groups  that  are 
at  higher  risk  than  the  total  population;  and  collaboration  to  manage  integrated 
information  systems  with  private  providers  and  health  benefit  plans. 

2.  Diagnose  and  investigate  health  problems  and  heaith  hazards  in  the  community 

This  service  includes  epidemiologic  identification  of  emerging  health  threats;  public 
health  laboratory  capability  using  modern  technology  to  conduct  rapid  screening  and  high 
volume  testing;  active  infectious  disease  epidemiology  programs;  and  technical  capacity 
for  epidemiologic  investigation  of  disease  outbreaks  and  patterns  of  chronic  disease  and 
injury. 

3.  Inform,  educate,  and  empower  people  about  health  issues 

This  service  involves  social  marketing  and  targeted  media  public  communication; 
providing  accessible  health  information  resources  at  community  levels;  active 
collaboration  with  personal  health  care  providers  to  reinforce  health  promotion  messages 
and  programs;  and  joint  health  education  programs  with  schools,  churches,  and  worksites. 

4.  Mobilize  community  partnerships  and  action  to  identify  and  solve  heaith  problems 

This  service  involves  convening  and  facilitating  community  groups  and  associations, 
including  those  not  typically  considered  as  health-related,  in  undertaking  defined 
preventive,  screening,  rehabilitation,  and  support  programs;  and  skilled  coalition-building 
ability  in  order  to  draw  upon  the  full  range  of  potential  human  and  material  resources  in 
the  cause  of  community  health. 

5.  Develop  policies  and  plans  that  support  individual  and  community  health  efforts 

This  service  requires  leadership  development  at  all  levels  of  public  health;  systematic 
community-level  and  state-level  planning  for  health  improvement  in  all  jurisdictions; 
development  and  tracking  of  measurable  health  objectives  as  a  part  of  continuous  quality 
improvement  strategies;  joint  evaluation  with  the  medical  health  care  system  to  define 
consistent  policy  regarding  prevention  and  treatment  services;  and  development  of  codes, 
regulations  and  legislation  to  guide  the  practice  of  public  health. 

6.  Enforce  laws  and  regulations  that  protect  health  and  ensure  safety 

This  service  involves  full  enforcement  of  sanitary  codes,  especially  in  the  food  industry; 
full  protection  of  drinking  water  supplies;  enforcement  of  clean  air  standards;  timely 
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follow-up  of  hazards,  preventable  injuries,  and  exposure-related  diseases  identified  in 
occupational  and  community  settings;  monitoring  quality  of  medical  services  (e.g. 
laboratory,  nursing  homes,  and  home  health  care);  and  timely  review  of  new  drug, 
biologic,  and  medical  device  applications. 

7,  Link  people  to  needed  personal  health  services  and  assure  the  provision  of  health 
care  when  otherwise  unavailable 

This  service  (often  referred  to  as  "outreach"  or  "enabling"  services)  includes  assuring 
effective  entry  for  socially  disadvantaged  people  into  a  coordinated  system  of  clinical 
care;  culturally  and  linguistically  appropriate  materials  and  staff  to  assure  linkage  to 
services  for  special  population  groups;  ongoing  "care  management";  transportation 
services;  targeted  health  information  to  high  risk  population  groups;  and  technical 
assistance  for  effective  worksite  health  promotion/disease  prevention  programs. 

8.  Assure  a  competent  public  and  personal  health  eare  workforce 

This  service  includes  education  and  training  for  personnel  to  meet  the  needs  for  public 
and  personal  health  service;  efficient  processes  for  licensure  of  professionals  and 
certification  of  facilities  with  regular  verification  and  inspection  follow-up;  adoption  of 
continuous  quality  improvement  and  life-long  learning  within  all  licensure  and 
certification  programs;  active  partnerships  with  professional  training  programs  to  assure 
community-relevant  learning  experiences  for  all  students;  and  continuing  education  in 
management  and  leadership  development  programs  for  those  charged  with 
administrative/executive  roles. 

9.  Evaluate  effectiveness,  accessibility,  and  qualify  of  personal  and  population-based 

health  services 

This  service  calls  for  ongoing  evaluation  of  health  programs,  based  on  analysis  of  health 
status  and  service  utilization  data,  to  assess  program  effectiveness  and  to  provide 
information  necessary  for  allocating  resources  and  reshaping  programs. 

10,  Research  for  new  insights  and  innovative  solutions  to  health  problems 

This  service  includes  continuous  linkage  with  appropriate  institutions  of  higher  learning 
and  research  and  an  internal  capacity  to  mount  timely  epidemiologic  and  economic 
analyses  and  conduct  needed  health  services  research. 

Conclusion 

The  essential  services  of  public  health  must  be  provided  to  communities  through  the  United 
States  as  a  part  of  health  system  reform.  Effectively  provided,  these  services  will  reduce  the 
substantial  burden  of  preventable  illness  and  injury.  Further,  costly  medical  services  needed  to 
treat  preventable  conditions  are  avoided.  Prevention  is  not  only  cost-effective;  it  is  fundamental  to 
assuring  quality  of  life  for  all  Americans.  While  no  definition  of  public  health's  essential  role  in 
our  nation's  health  system  will  ever  be  final,  this  statement  of  essential  services  can  be  used  by 
the  field  as  a  tool  for  moving  forward  with  greater  clarity  of  purpose  in  a  time  of  challenging 
changes. 
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Appendix  C:  Montana  Code  Annotated  2003 


50-2-116.  Powers  and  duties  of  local  boards.  (1)  Local  boards  shall: 

(a)  appoint  a  local  health  officer  who  is  a  physician  or  a  person  with  a  master's  degree  in 
public  health  or  the  equivalent  and  with  appropriate  experience,  as  determined  by  the  department, 
and  shall  fix  the  health  officer's  salary; 

(b)  elect  a  presiding  officer  and  other  necessary  officers; 

(c)  employ  necessary  qualified  staff; 

(d)  adopt  bylaws  to  govern  meetings; 

(e)  hold  regular  meetings  quarterly  and  hold  special  meetings  as  necessary; 

(f)  supervise  destruction  and  removal  of  all  sources  of  filth  that  cause  disease; 

(g)  guard  against  the  introduction  of  communicable  disease; 

(h)  supervise  inspections  of  public  establishments  for  sanitary  conditions; 

(i)  subject  to  the  provisions  of  50-2-130  ,  adopt  necessary  regulations  that  are  not  less  stringent 
than  state  standards  for  the  control  and  disposal  of  sewage  from  private  and  public  buildings  that 
is  not  regulated  by  Title  75,  chapter  6,  or  Title  76,  chapter  4.  The  regulations  must  describe 
standards  for  granting  variances  from  the  minimum  requirements  that  are  identical  to  standards 
promulgated  by  the  board  of  environmental  review  and  must  provide  for  appeal  of  variance 
decisions  to  the  department  as  required  by  75-5-305. 

(2)  Local  boards  may: 

(a)  adopt  and  enforce  isolation  and  quarantine  measures  to  prevent  the  spread  of 
communicable  diseases; 

(b)  furnish  treatment  for  persons  who  have  communicable  diseases; 

(c)  prohibit  the  use  of  places  that  are  infected  with  communicable  diseases; 

(d)  require  and  provide  means  for  disinfecting  places  that  are  infected  with  communicable 
diseases; 

(e)  accept  and  spend  funds  received  from  a  federal  agency,  the  state,  a  school  district,  or  other 
persons; 

(f)  contract  with  another  local  board  for  all  or  a  part  of  local  health  services; 

(g)  reimburse  local  health  officers  for  necessary  expenses  incurred  in  official  duties; 

(h)  abate  nuisances  affecting  public  health  and  safety  or  bring  action  necessary  to  restrain  the 
violation  of  public  health  laws  or  rules; 

(i)  adopt  necessary  fees  to  administer  regulations  for  the  control  and  disposal  of  sewage  from 
private  and  public  buildings.  The  fees  must  be  deposited  with  the  county  treasurer. 

(j)  adopt  rules  that  do  not  conflict  with  rules  adopted  by  the  department: 

(i)  for  the  control  of  communicable  diseases; 

(ii)  for  the  removal  of  filth  that  might  cause  disease  or  adversely  affect  public  health; 

(iii)  subject  to  the  provisions  of  50-2-130,  on  sanitation  in  public  buildings  that  affects  public 
health; 

(iv)  for  heating,  ventilation,  water  supply,  and  waste  disposal  in  public  accommodations  that 
might  endanger  human  lives; 

(v)  subject  to  the  provisions  of  50-2-130  ,  for  the  maintenance  of  sewage  treatment  systems  that 
do  not  discharge  an  effluent  directly  into  state  waters  and  that  are  not  required  to  have  an 
operating  permit  as  required  by  rules  adopted  under  75-5-401;  and 

(vi)  for  the  regulation,  as  necessary,  of  the  practice  of  tattooing,  which  may  include  registering 
tattoo  artists,  inspecting  tattoo  establishments,  adopting  fees,  and  also  adopting  sanitation 
standards  that  are  not  less  stringent  than  standards  adopted  by  the  department  pursuant  to  50-1- 
202  .  For  the  purposes  of  this  subsection,  "tattoo"  means  making  permanent  marks  on  the  skin  by 
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puncturing  the  skin  and  inserting  indelible  colors. 

(k)  adopt  regulations  for  the  establishment  of  institutional  controls  that  have  been  selected  or 
approved  by  the: 

(i)  United  States  environmental  protection  agency  as  part  of  a  remedy  for  a  facility  under  the 
federal  Comprehensive  Environmental  Response,  Compensation,  and  Liability  Act  of  1980,  42 
U.S.C.  9601,etseq.;or 

(ii)  department  of  environmental  quality  as  part  of  a  remedy  for  a  facility  under  the  Montana 
Comprehensive  Environmental  Cleanup  and  Responsibility  Act,  Title  75,  chapter  10,  part  7. 

History:  En.  Sec.  86,  Ch.  197,  L.  1967;  amd.  Sec.  4,  Ch.  216,  L.  1969;  amd.  Sec.  1,  Ch.  196, 
L.  1971;  amd.  Sees.  108,  111,  Ch.  349,  L.  1974;  amd.  Sec.  2,  Ch.  273,  L.  1975;  R.C.M.  1947,  69- 
4509;  amd.  Sec.  1,  Ch.  709,  L.  1985;  amd.  Sec.  2,  Ch.  479,  L.  1991;  amd.  Sec.  2,  Ch.  324,  L. 
1995;  amd.  Sec.  88,  Ch.  418,  L.  1995;  amd.  Sec.  6,  Ch.  471,  L.  1995;  amd.  Sec.  2,  Ch.  137,  L. 
1999;  amd.  Sec.  7,  Ch.  391,  L.  2003. 


50-2-130.  Local  regulations  no  more  stringent  than  state  regulations  or  guidelines.  (1)  After 
April  14,  1995,  except  as  provided  in  subsections  (2)  through  (4)  or  unless  required  by  state  law, 
the  local  board  may  not  adopt  a  rule  under  50-2-1 16  (l)(i),  (2)(j)(iii),  or  (2)(j)(v)  that  is  more 
stringent  than  the  comparable  state  regulations  or  guidelines  that  address  the  same  circumstances. 
The  local  board  may  incorporate  by  reference  comparable  state  regulations  or  guidelines. 

(2)  The  local  board  may  adopt  a  rule  to  implement  50-2-116  (l)(i),  (2)(j)(iii),  or  (2)(j)(v)  that 
is  more  stringent  than  comparable  state  regulations  or  guidelines  only  if  the  local  board  makes  a 
written  finding,  after  a  public  hearing  and  public  comment  and  based  on  evidence  in  the  record, 
that: 

(a)  the  proposed  local  standard  or  requirement  protects  public  health  or  the  environment;  and 

(b)  the  local  board  standard  or  requirement  to  be  imposed  can  mitigate  harm  to  the  public 
health  or  environment  and  is  achievable  under  current  technology. 

(3)  The  written  finding  must  reference  information  and  peer-reviewed  scientific  studies 
contained  in  the  record  that  forms  the  basis  for  the  local  board's  conclusion.  The  written  finding 
must  also  include  information  from  the  hearing  record  regarding  the  costs  to  the  regulated 
community  that  are  directly  attributable  to  the  proposed  local  standard  or  requirement. 

(4)  (a)  A  person  affected  by  a  rule  of  the  local  board  adopted  after  January  1,  1990,  and  before 
April  14,  1995,  that  that  person  believes  to  be  more  stringent  than  comparable  state  regulations  or 
guidelines  may  petition  the  local  board  to  review  the  rule.  If  the  local  board  determines  that  the 
rule  is  more  stringent  than  comparable  state  regulations  or  guidelines,  the  local  board  shall 
comply  with  this  section  by  either  revising  the  rule  to  conform  to  the  state  regulations  or 
guidelines  or  making  the  written  finding,  as  provided  under  subsection  (2),  within  a  reasonable 
period  of  time,  not  to  exceed  12  months  after  receiving  the  petition.  A  petition  under  this  section 
does  not  relieve  the  petitioner  of  the  duty  to  comply  with  the  challenged  rule.  The  local  board 
may  charge  a  petition  filing  fee  in  an  amount  not  to  exceed  $250. 

(b)  A  person  may  also  petition  the  local  board  for  a  rule  review  under  subsection  (4)(a)  if  the 
local  board  adopts  a  rule  after  January  1 ,  1 990,  in  an  area  in  which  no  state  regulations  or 
guidelines  existed  and  the  state  government  subsequently  establishes  comparable  regulations  or 
guidelines  that  are  less  stringent  than  the  previously  adopted  local  board  rule. 

History:  En.  Sec.  4,  Ch.  471,  L.  1995;  amd.  Sec.  9,  Ch.  391,  L.  2003. 
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75-5-401.  Board  rules  for  permits  —  ground  water  exclusions.  (1)  Except  as  provided  in 
subsection  (5),  the  board  shall  adopt  rules: 

(a)  governing  application  for  permits  to  discharge  sewage,  industrial  wastes,  or  other  wastes 
into  state  waters,  including  rules  requiring  the  filing  of  plans  and  specifications  relating  to  the 
construction,  modification,  or  operation  of  disposal  systems; 

(b)  governing  the  issuance,  denial,  modification,  or  revocation  of  permits.  The  board  may  not 
require  a  permit  for  a  water  conveyance  structure  or  for  a  natural  spring  if  the  water  discharged  to 
state  waters  does  not  contain  industrial  waste,  sewage,  or  other  wastes.  Discharge  to  surface  water 
of  ground  water  that  is  not  altered  from  its  ambient  quality  does  not  constitute  a  discharge 
requiring  a  permit  under  this  part  if: 

(i)  the  discharge  does  not  contain  industrial  waste,  sewage,  or  other  wastes; 

(ii)  the  water  discharged  does  not  cause  the  receiving  waters  to  exceed  applicable  standards  for 
any  parameters;  and 

(iii)  to  the  extent  that  the  receiving  waters  in  their  ambient  state  exceed  standards  for  any 
parameters,  the  discharge  does  not  increase  the  concentration  of  the  parameters. 

(c)  governing  authorization  to  discharge  under  a  general  permit  for  storm  water  associated 
with  construction  activity.  These  rules  must  allow  an  owner  or  operator  to  notify  the  department 
of  the  intent  to  be  covered  under  the  general  permit.  This  notice  of  intent  must  include  a  signed 
pollution  prevention  plan  that  requires  the  applicant  to  implement  best  management  practices  in 
accordance  with  the  general  permit.  The  rules  must  authorize  the  owner  or  operator  to  discharge 
under  the  general  permit  on  receipt  of  the  notice  and  plan  by  the  department. 

(2)  The  rules  must  allow  the  issuance  or  continuance  of  a  permit  only  if  the  department  finds 
that  operation  consistent  with  the  limitations  of  the  permit  will  not  result  in  pollution  of  any  state 
waters,  except  that  the  rules  may  allow  the  issuance  of  a  temporary  permit  under  which  pollution 
may  result  if  the  department  ensures  that  the  permit  contains  a  compliance  schedule  designed  to 
meet  all  applicable  effluent  standards  and  water  quality  standards  in  the  shortest  reasonable 
period  of  time. 

(3)  The  rules  must  provide  that  the  department  may  revoke  a  permit  if  the  department  finds 
that  the  holder  of  the  permit  has  violated  its  terms,  unless  the  department  also  finds  that  the 
violation  was  accidental  and  unforeseeable  and  that  the  holder  of  the  permit  corrected  the 
condition  resulting  in  the  violation  as  soon  as  was  reasonably  possible. 

(4)  The  board  may  adopt  rules  governing  reclamation  of  sites  disturbed  by  construction, 
modification,  or  operation  of  permitted  activities  for  which  a  bond  is  voluntarily  filed  by  a 
permittee  pursuant  to  75-5-405  ,  including  rules  for  the  establishment  of  criteria  and  procedures 
governing  release  of  the  bond  or  other  surety  and  release  of  portions  of  a  bond  or  other  surety. 

(5)  Discharges  of  sewage,  industrial  wastes,  or  other  wastes  into  state  ground  waters  from  the 
following  activities  or  operations  are  not  subject  to  the  ground  water  permit  requirements  adopted 
under  subsections  (1)  through  (4): 

(a)  discharges  or  activities  at  wells  injecting  fluids  associated  with  oil  and  gas  exploration  and 
production  regulated  under  the  federal  underground  injection  control  program; 

(b)  disposal  by  solid  waste  management  systems  licensed  pursuant  to  75-10-221; 

(c)  individuals  disposing  of  their  own  normal  household  wastes  on  their  own  property; 

(d)  hazardous  waste  management  facilities  permitted  pursuant  to  75-10-406; 

(e)  water  injection  wells,  reserve  pits,  and  produced  water  pits  used  in  oil  and  gas  field 
operations  and  approved  pursuant  to  Title  82,  chapter  1 1 ; 

(f)  agricultural  irrigation  facilities; 

(g)  storm  water  disposal  or  storm  water  detention  facilities; 

(h)  subsurface  disposal  systems  for  sanitary  wastes  serving  individual  residences; 
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(i)  in  situ  mining  of  uranium  facilities  controlled  under  Title  82,  chapter  4,  part  2; 

(j)  mining  operations  subject  to  operating  permits  or  exploration  licenses  in  compliance  with 
The  Strip  and  Underground  Mine  Reclamation  Act,  Title  82,  chapter  4,  part  2,  or  the  metal  mine 
reclamation  laws,  Title  82,  chapter  4,  part  3;  or 

(k)  projects  reviewed  under  the  provisions  of  the  Montana  Major  Facility  Siting  Act,  Title  75, 
chapter  20. 

(6)  Notwithstanding  the  provisions  of  75-5-301  (4),  mixing  zones  for  activities  excluded  from 
permit  requirements  under  subsection  (5)  of  this  section  must  be  established  by  the  permitting 
agency  for  those  activities  in  accordance  with  75-5-301(4)(a)  through  (4)(c). 

(7)  Notwithstanding  the  exclusions  set  forth  in  subsection  (5),  any  excluded  source  that  the 
department  determines  may  be  causing  or  is  likely  to  cause  violations  of  ground  water  quality 
standards  may  be  required  to  submit  monitoring  information  pursuant  to  75-5-602. 

(8)  The  board  may  adopt  rules  identifying  other  activities  or  operations  from  which  a 
discharge  of  sewage,  industrial  wastes,  or  other  wastes  into  state  ground  waters  is  not  subject  to 
the  ground  water  permit  requirements  adopted  under  subsections  ( 1 )  through  (4). 

(9)  The  board  may  adopt  rules  authorizing  general  permits  for  categories  of  point  source 
discharges.  The  rules  may  authorize  discharge  upon  issuance  of  an  individual  authorization  by  the 
department  or  upon  receipt  of  a  notice  of  intent  to  be  covered  under  the  general  permit. 

History:  En.  Sec.  6,  Ch.  21,  L.  1971;  amd.  Sec.  2,  Ch.  506,  L.  1973;  amd.  Sec.  62,  Ch.  349,  L. 
1974;  amd.  Sec.  5,  Ch.  455,  L.  1975;  amd.  Sec.  3,  Ch.  444,  L.  1977;  R.C.M.  1947,  69- 
4808.2(l)(d),  (l)(e);  amd.  Sec.  1,  Ch.  412,  L.  1991;  amd.  Sec.  2,  Ch.  297,  L.  1995;  amd.  Sec.  9, 
Ch.  497,  L.  1995;  amd.  Sec.  1,  Ch.  582,  L.  1995;  amd.  Sec.  6,  Ch.  588,  L.  1999;  amd.  Sec.  1,  Ch. 
413,  L.  2001;  amd.  Sec.  6,  Ch.  231,  L.  2003. 


50-1-202.  General  powers  and  duties.  The  department: 

(1)  shall  study  conditions  affecting  the  citizens  of  the  state  by  making  use  of  birth,  death,  and 
sickness  records; 

(2)  shall  make  investigations,  disseminate  information,  and  make  recommendations  for  control 
of  diseases  and  improvement  of  public  health  to  persons,  groups,  or  the  public; 

(3)  at  the  request  of  the  governor,  shall  administer  any  federal  health  program  for  which 
responsibilities  are  delegated  to  states; 

(4)  shall  inspect  and  work  in  conjunction  with  custodial  institutions  and  Montana  university 
system  units  periodically  as  necessary  and  at  other  times  on  request  of  the  governor; 

(5)  after  each  inspection  made  under  subsection  (4),  shall  submit  a  written  report  on  sanitary 
conditions  to  the  governor  and  to  the  director  of  the  department  of  corrections  or  the 
commissioner  of  higher  education  and  include  recommendations  for  improvement  in  conditions  if 
necessary; 

(6)  shall  advise  state  agencies  on  location,  drainage,  water  supply,  disposal  of  excreta,  heating, 
plumbing,  sewer  systems,  and  ventilation  of  public  buildings; 

(7)  shall  develop  and  administer  activities  for  the  protection  and  improvement  of  dental  health 
and  supervise  dentists  employed  by  the  state,  local  boards  of  health,  or  schools; 

(8)  shall  develop,  adopt,  and  administer  rules  setting  standards  for  participation  in  and 
operation  of  programs  to  protect  the  health  of  mothers  and  children,  which  rules  may  include 
programs  for  nutrition,  family  planning  services,  improved  pregnancy  outcome,  and  those 
authorized  by  Title  X  of  the  federal  Public  Health  Service  Act  and  Title  V  of  the  federal  Social 
Security  Act; 
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(9)  shall  conduct  health  education  programs; 

(10)  shall  provide  consultation  to  school  and  local  community  health  nurses  in  the 
performance  of  their  duties; 

(11)  shall  consult  with  the  superintendent  of  public  instruction  on  health  measures  for  schools; 

(12)  shall  develop,  adopt,  and  administer  rules  setting  standards  for  a  program  to  provide 
services  to  children  with  disabilities,  including  standards  for: 

(a)  diagnosis; 

(b)  medical,  surgical,  and  corrective  treatment; 

(c)  aftercare  and  related  services;  and 

(d)  eligibility; 

(13)  shall  provide  consultation  to  local  boards  of  health; 

(14)  shall  bring  actions  in  court  for  the  enforcement  of  the  health  laws  and  defend  actions 
brought  against  the  board  or  department; 

(15)  shall  accept  and  expend  federal  funds  available  for  public  health  services; 

( 1 6)  must  have  the  power  to  use  personnel  of  local  departments  of  health  to  assist  in  the 
administration  of  laws  relating  to  public  health; 

(17)  shall  adopt  rules  imposing  fees  for  the  tests  and  services  performed  by  the  department's 
laboratory.  Fees  should  reflect  the  actual  costs  of  the  tests  or  services  provided.  The  department 
may  not  establish  fees  exceeding  the  costs  incurred  in  performing  tests  and  services.  All  fees  must 
be  deposited  in  the  state  special  revenue  fund  for  the  use  of  the  department  in  performing  tests 
and  services. 

(18)  shall  adopt  and  enforce  rules  regarding  the  reporting  and  control  of  communicable 
diseases; 

(19)  shall  adopt  and  enforce  rules  regarding  the  transportation  of  dead  human  bodies; 

(20)  shall  adopt  and  enforce  rules  and  standards  concerning  the  issuance  of  licenses  to 
laboratories  that  conduct  analysis  of  public  water  supply  systems; 

(2 1 )  shall  adopt  and  enforce  minimum  sanitation  requirements  for  tattooing  as  provided  in  50- 
2-1 16  ,  including  regulation  of  premises,  equipment,  and  methods  of  operation,  solely  oriented  to 
the  protection  of  public  health  and  the  prevention  of  communicable  disease;  and 

(22)  shall  enact  or  take  measures  to  prevent  and  alleviate  injury  from  the  release  of  biological, 
chemical,  or  radiological  agents  capable  of  causing  imminent  infection,  disability,  or  death. 

History:  En.  Sec.  10,  Ch.  197,  L.  1967;  amd.  Sec.  31,  Ch.  349,  L.  1974;  amd.  Sec.  1,  Ch.  288, 
L.  1977;  R.C.M.  1947,  69-41 10;  amd.  Sec.  7,  Ch.  200,  L.  1979;  amd.  Sec.  1,  Ch.  219,  L.  1979; 
amd.  Sec.  1,  Ch.  230,  L.  1983;  amd.  Sec.  48,  Ch.  281,  L.  1983;  amd.  Sec.  1,  Ch.  660,  L.  1983; 
amd.  Sec.  1,  Ch.  197,  L.  1989;  amd.  Sec.  1,  Ch.  262,  L.  1991;  amd.  Sec.  1,  Ch.  324,  L.  1995; 
amd.  Sees.  242,  568,  Ch.  546,  L.  1995;  amd.  Sec.  5,  Ch.  73,  L.  1997;  amd.  Sec.  46,  Ch.  472,  L. 
1997;  amd.  Sec.  4,  Ch.  391,  L.  2003. 


75-5-305.  Adoption  of  requirements  for  treatment  of  wastes  —  variance  procedure  — 
appeals.  (1)  The  board  may  establish  minimum  requirements  for  the  treatment  of  wastes.  For 
cases  in  which  the  federal  government  has  adopted  technology-based  treatment  requirements  for  a 
particular  industry  or  activity  in  40  CFR,  chapter  I,  subchapter  N,  the  board  shall  adopt  those 
requirements  by  reference.  To  the  extent  that  the  federal  government  has  not  adopted  minimum 
treatment  requirements  for  a  particular  industry  or  activity,  the  board  may  do  so,  through 
rulemaking,  for  parameters  likely  to  affect  beneficial  uses,  ensuring  that  the  requirements  are 
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cost-effective  and  economically,  environmentally,  and  technologically  feasible.  Except  for  the 
technology-based  treatment  requirements  set  forth  in  40  CFR,  chapter  I,  subchapter  N,  minimum 
treatment  may  not  be  required  to  address  the  discharge  of  a  parameter  when  the  discharge  is 
considered  nonsignificant  under  rules  adopted  pursuant  to  75-5-301. 

(2)  The  board  shall  establish  minimum  requirements  for  the  control  and  disposal  of  sewage 
from  private  and  public  buildings,  including  standards  and  procedures  for  variances  from  the 
requirements. 

(3)  An  applicant  for  a  variance  from  minimum  requirements  adopted  by  a  local  board  of  health 
pursuant  to  50-2-116  (l)(i)  may  appeal  the  local  board  of  health's  final  decision  to  the  department 
by  submitting  a  written  request  for  a  hearing  within  30  days  after  the  decision.  The  written 
request  must  describe  the  activity  for  which  the  variance  is  requested,  include  copies  of  all 
documents  submitted  to  the  local  board  of  health  in  support  of  the  variance,  and  specify  the 
reasons  for  the  appeal  of  the  local  board  of  health's  final  decision. 

(4)  The  department  shall  conduct  a  hearing  on  the  request  pursuant  to  Title  2,  chapter  4,  part  6. 
Within  30  days  after  the  hearing,  the  department  shall  grant,  conditionally  grant,  or  deny  the 
variance.  The  department  shall  base  its  decision  on  the  board's  standards  for  a  variance. 

(5)  A  decision  of  the  department  pursuant  to  subsection  (4)  is  appealable  to  district  court  under 
the  provisions  of  Title  2,  chapter  4,  part  7. 

History:  En.  Sec.  6,  Ch.  21,  L.  1971;  amd.  Sec.  2,  Ch.  506,  L.  1973;  amd.  Sec.  62,  Ch.  349,  L. 
1974;  amd.  Sec.  5,  Ch.  455,  L.  1975;  amd.  Sec.  3,  Ch.  444,  L.  1977;  R.C.M.  1947,  69- 
4808.2(2)(b);  amd.  Sec.  1,  Ch.  479,  L.  1991;  amd.  Sec.  8,  Ch.  497,  L.  1995. 
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